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INDUSTRIAL LEAD POISONING IN THE SMELTING 
PROCESS OF LEAD ORES 


S. D. Swope, M. D. 
American Refining & Smelting Co., 
CHIHUAHUA, MEXICO 


In the Journal of Industrial Hygiene 
there have appeared, in the last two years, 
a number of articles on lead poisoning, or 
saturnism, in connection with the various 
industries. These articles have been prin- 
cipally confined to poisoning in the various 
industries where lead and some of its com- 
pounds enter into the process of manufac- 
ture of pottery, paints, rubber goods, and 
I do not re- 
call that any of these articles have gone 
deeply into the subject of lead poisoning 


# incident to the two basic industries of the 


production of lead; viz., mining and smelt- 
ing of this universally used metal. 

- Of course, it is generally understood that 
lead enters the human system by three 


# sources: the alimentary canal, in food, in- 


jested dust, and precipitated fumes; the 


; tegumentary system, by reabsorbed sud- 


oriferous solutions, and through the respir- 


@ atory system in inspired dust and sublimat- 


ed gases. 

With the exception of house painting, 
mining and smelting, very few occupations 
produce lead poisoning through all three 
of these avenues of entrance. In house 
painting the respiratory tract is invaded 
only during the sanding down process, and 
then the atmosphere is comparatively clear 
and the dust particles heavy enough to 
gravitate quickly to the floors or ground. 
In the mining of dry lead ores, notably sand 
carbonates in cavernous deposits, and in 
the reduction of lead ores to bullion form, 
the workman, in certain parts of the indus- 
try, is bathed in an atmosphere impreg- 
nated with lead and absorbs, swallows, and 
breathes more or less of the metal in pow- 
dered and gaseous form constantly during 
his working hours. 

The treatment of such cases naturally re- 
solves itself into two procedures: preven- 


tion, and cure. 


The first is comparatively easy from a 
theoretical standpoint but exceedingly dif- 
ficult, in the smelting and mining process- 
es, from a practical view. The wearing of 
a proper resirator and careful body cleanli- 
ness would settle the question. 

The constant wearing of respirators is 
attended with so much obiection that the 
rrocedure is verv difficult to maintain, 
even wit’ old laborers who have gone 
through the throes of a three-day attack 
of lead colic, with its attendant misery. 
“Respirators are hot; they irritate the 
skin; they are dirty, and they don’t do any 
good,” are among the excuses of those who 
should wear them all, or part, of the time 
they are at work in lead. 

Bodily cleanliness among the laborers in 
the great arid southwest is a consideration 
foreign to the mental attitude of a very 
large per cent of the laboring population. 
Some of them maintain the habit of bath- 
ing on St. John the Baptist’s Day, which, 
luckily, comes on the twenty-fourth of June. 
In a country where water is scarce and the 
supply often limited, even for drinking, 
body cleanliness is difficult to maintain, 
even if there were not hereditary objection. 
The laborers wear the same clothing twen- 
ty-four hours a day, seven days of the 
week, and frequently, apparently, until the 
garments drop off their reeking bodies. 
Their food is eaten, generally, with un- 
washed fingers, without the aid of knife, 
fork, or spoon. That they do not absorb 
more lead is probably ‘solely due to the 
active laxative effect of the ingestion of 
large quantities of chile—the native pepper. 
The habits of some of these people, ac- 
cumulated through centuries of heredity, 
are about as easy to change as the leopard’s 
spots. It will require several generations 
of evolutionary change to produce an ideal 
condition for proper prophylaxis. As in 












other things, so will eternal vigilance bring 
success here. 


Elimination and restoration of function 
constitute our curative procedures. Two 
distinctive elements interfere with these 
procedures: faulty metabolism and perma- 
nent physical changes. 

Under faulty metabolism, we have to 
contend with poor food, alcoholism, and 
constipation. Under permanent physical 
changes: hepatic derangement, with prob- 
ably intercellular deposit of the metal; de- 
posit in bones; and changes in cerebral, 
glandular, and sympathetic nervous sys- 
tem, with the consequent anemia mental 
attitudes, effects on progeny, and local 
paralysis. 

Of the changes in the central nervous 
system we have only subjective evidence, 
but the spinal cord and local nerve trunks 
give us sufficient objective evidence of 
their involvement. In the absence of post- 
mortem possibilities and competent labora- 
tory investigations, the handling of the 
nerve cases is rather a haphazard proce- 
dure. In my opinion, when we have a nerve 
block in one of the trunk lines, there is 
very little prospect of permanent restora- 
tion, and the best treatment is to get the 
sufferer out of any lead environment, elim- 
inate as far as possible the already accumu- 
lated lead in the system and recommend a 
complete change in occupation. Here we 
have to contend with the difficulty of doing 
without the services of a skilled laborer, 
which it has required many years to de- 
velop and who knows no other means of ac- 
quiring a livelihood. 

These are some of the problems present- 
ed to a physician in charge of the largest 
lead smelting plant in the world, where 
eleven hundred men are employed regular- 
ly, ninety-five per cent of whom are na- 


tives of Mexico, largely drawn from the. 


poorer laboring class. With seven furnaces 
running continuously, producing bullion at 
the rate of 600,000 pounds per day, our 
workmen are bathed in an atmosphere im- 
pregnated with lead fumes and are con- 
stantly covered with lead laden dust and 
precipitation. In 1923 there were 882 cases 
of lead poison reported in this institution. 

When I took charge on July 1, 1924, 
there were thirty cases reported for the 
month of June and 137 for the year to date. 
My predecessor had cleaned up considerably 
before turning over the job to me. For the 
balance of the year 1924 we had only twen- 
ty-eight cases, bringing up the year to 165 
cases. In 1925 we got along with twenty- 
nine cases, and for the first half of 1926 
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we have had but six cases to report. 
would seem that we have reached a day of 
fair weather but there is the constant mut 
tering of distant thunder, and small dark 
clouds of approaching storm are constantly 
seen hovering about the leaden horizon. 
In July, 1924, I began examining all the F 
men working about the furnaces for indi- 





cation of lead poisoning, and found in each Hor 
of the three shifts. from ten to fifteen who = 
showed signs of lead. A survey at this rad 
time showed that there were forty-five a 
workmen employed in the plant, who had fae 
‘suffered from lead poisoning three times or og 
more. In July we established a prophylac- ne 
tic station at the furnaces and installed tees 
therein a Clague Electric Treatment Unit. the 
This station was put in charge of a native Stal 
workman who had had some little training roa 
in the local company hospital and he wag esth 
given an unlimited supply of magnesium thei 
sulphate, while I visited him daily for pone 
moral support and instruction. Each labor- > pa 
er who showed symptoms of lead poisoning en 
was given a half hour seance with the chat 
Clague each day and unless he could prove ieee 
a mighty good alibi, he was given about ing 


two ounces of saturated solution of magne- 


sium sulphate. The results have already Se 


been shown. : G.y 

We found three sources of lead poisoning vers 
in the smelter: the bucking-room in sam- the 
pling mill department furnished a few, the This 
D & L roasters a few, and the furnaces the publ 
balance. pain 

When we get a real case of lead colic, Octo 
we take the man entirely out of the lead, rems 


give him the Clague baths for twenty-six Dr. 
days, sufficient salts to insure compara 
tively little reabsorption and a Q. S. & L On 


tonic. Some of our bad cases cleared UP§ pony, 
in the early stages, are free from symptoms Crav 
now, and are performing efficient service, Geor 
In the chronic cases that show no othe Fam 
symptoms, objective or subjective, than the moet 
local paralysis, we give high frequency elec: of tl 
tric stimulation and massage which tem 


rarily relieve some of the symptoms, 2 
















when they again become exaggerated, the the < 
treatment is repeated. These cases ar pelon 
generally in old and skilled laborers and 7, 
they can be given a place to work wheré§ aga, 
the probability of accumulating more lead® not; 
in their system is reduced to the minimum.§ wit) 
We have public hot and cold showel™ ang | 
baths and encourage daily bathing, though vice-| 
the encouragement is frequently attended 
with discouraging results. We preach i (T) 
pray for sobriety and personal hygiene and@™ cussic 
practical sanitation, but are constantlyg F. H. 





haunted by the thoughts that we must bé 
wicked. r 
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The Evaluation of Surgical Risks from the Standpoint 
of the General Practitioner 


H. R. CARSON, 


M. D. 


PHOENIX, ARIZONA 


INTRODUCTION 

Please allow me to express my apprecia- 
tion to the surgeons of Phoenix for the 
wonderful support accorded the speaker in 
physco and gas anesthesia work. This sup- 
port has enabled me to give more anes- 
thetics, which increased experience, I trust, 
has improved my efficiency in anesthesia 
to their patients. At least, it has enabled 
me to earn a sufficient income to have the 
means to attend congresses on Anesthesia of 
the Associated Anesthetists of the United 
States and Canada, where anesthesia prob- 
lems are discussed; to visit prominent an- 
esthetists in their own clinics and watch 
their work; to subscribe for Current Re- 
searches in Anesthesia and Analgesia—the 
bi-monthly published by the International 
Anesthesia Research Society; and to pur- 
chase the best in gas and anesthetic appli- 
ances. I am proud to be a member of the 
two before-mentioned associations—and to 
be known as an anesthetist. 

Several years ago, a bust of Dr. Wm. T. 
G. Morton was placed in the New York Uni- 
versity Hall of Fame, Dr. Morton receiving 
the same number of votes as Mark Twain. 
This honor was in recognition of the first 
public .demonstration of surgery without 
pain, at Massachusetts General Hospital, 
October 13, 1846. Dr. Warren, the surgeon, 
remarked: “Gentlemen, this is no humbug.” 
Dr. Bigelow said: “I have seen something 
today that will go around the world.” 

On March 30, 1912, the University of 
Pennsylvania unveiled a medallion to Dr. 
Crawford W. Long, and on March 30, 1925, 
Georgia unveiled, in Congressional Hall of 
Fame, a statue of Long as one of her two 
most distinguished citizens—a recognition 
of the first anesthetic, given March 30, 
1842—eighty-three years ago—to James 
Venerable, of Jackson, Georgia. These are 
the only two doctors so honored and they 
belong to the very beginning of anesthesia. 

This year the British Medical Society 
added a Section on Anesthesia, meeting at 
Nottmgham, England, on July 20 to 23, 
with Sam Johnson of Toronto, president 
and F. H. McMechan of Avon Lake, Ohio, 
vice-president. 





(The following remarks, down to “Dis- 
cussion” are quoted from the address by Dr. 
F. H. McMechan, published in the Journal 


of the Canadian Medical haectaabia:! 1925, 
XV. 1209-1217 and other journals) :— 

Even in this, the fourth era of surgery, 
the family doctor is still all too often called 
upon to answer the challenging jibe—“The 
operation was a success but the patient 
died!’’ Hence the necessity for some rou- 
tine way in which the family doctor, for 
his own guidance and his professional ad- 
vice to others, may determine a given pa- 
tient’s fitness for operation and more ac- 
curately forecast the probable result. The 
basic problem is really an evaluation of the 
patient’s reserve vitality, which, after all, 
is the paramount factor in recovery. 

SAFETY FIRST 

In preventing needless deaths, the inter- 
national Anaesthesia Research Society has 
established certain essentials of .safety-first 
for its uniform anaesthesia record. These 
essentials are :— 

1.—The determination of surgical risk 
before operation. 

2.—Five-minute blood pressure guides, 
and protection during the entire operative 
period. 

3.—Remedial therapy and after-care 
based on the degree of circulatory depres- 
sion. 

Classification of Risks.—A. H. Miller, of 
Providence, R. 1. of the Anaesthesia Re- 
search Society Record Committee, has clas- 
sified surgical risks and tabulated the com- 
parative death rates in 1,000 unselected 
cases from the files of a large general hos- 
pital as follows :— 

CHART I _ 


A, B anp C Risks—Comparative DeatH RATES. 


A. Good Risks—Patients free from organic disease, 
whose surgical condition is not likely to prove dangerous. 


Cases ths 

B. Fair Risks—Patients suffering from organic dis- 
ease, but whose surgical condition is not especially 
serious. 


Cases 179 Deaths 14 Death Rate 782% 

C. Poor Risks—Patients whose surgical condition or 
organic disease (or both) is so serious or so far ad- 
vanced as likely to result in fatality. 


Cases 87 Deaths 29 Death Rate 33.33% 
Total of 1,000 Unselected Cases 


Cases 1,000 Deaths 45 Death Rate 4.5% 


Read before the Arizona State Medical Association, held in Grobe, Arizona, April 26 to 


28, 1926; also before the Maricopa County Medical Society in Phoenix, Arizona. 
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‘I'nese contrasting figures are quite strik- 
ing and point the lesson that if a lot of ex- 
plaining about unexpected deaths is to 
avoided, patients must be very accurately 


classified and evaluated as to their surgical "t/ 


risk before operation. 
KNOWN COMPLICATING FACTORS 

In determining risk, certain known and 
complicating factors are usually available 
for evaluation. Thus as height and weight 
depart from insurance averages and as age 
lies in the extremes of life, the hazard in- 
creases proportionately. The operation to 
be done may be slight or extensive; easy 
or difficult; brief or prolonged; safe or dan- 
gerous; elective or emergency; and the risk 
varies accordingly. The patient may be 
otherwise in the best of héalth; or on the 
contrary may have organic disease, with a 
grave pathological condition, and the pros- 
pects of a successful operation and safe re- 
covery are directly influenced by such com- 
plications. _The operating team using all 
the resources of physiological surgery and 
anaesthesia will save more poor risk pa- 
tients than will one of lesser calibre and 
cruder methods. 

But apart from such general considera- 
tions, which are commonly known to the 
family doctor who refers the case, are there 
really definite indices by means of which 
surgical risk.and reserve vitality may be 
more basically evaluated? I hope to show 
that there are such in relation to both the 
circulatory and respiratory functions. 

DIAGNOSTIC AND PROGNOSTIC INDICES 

Moots’ Index for Operability.—The first 
of these important indices is Moots’ index 
for operability, whcih is secured by divid- 
ing the diastolic pressure into the pulse 
pressure and thus securing the pressure 
ratio per cent, Chart II. 


CHART II 
MOOTS’ INDEX FOR OPERABILITY 


Pulse Pressure Pressure Ratio per cent or 
Diastolic Pressure Index for Operability 


40 + 75 20 —e5e., 
3 00% (Normal) 9=75% a= % 





Moots’ Rule—If the pressure ratio is high or low 
there is reason to apprehend danger. If the pres- 
sure ratio lies between 25% and 75%, the case is 
probably operable; if outside these limits it is 


probably inoperable. 


Przssure Comparative 
Ratio Per Cent Death Rates Operability 
75% plus 23% Prob. inoperable 
60-75% 10% Prob. operable 
3% Safely 
10% Prob. operable 
23% Prob. inoperable 


index o 


40-60% 
40-25% 
25% minus 


. Any family doctor who takes blood pres- 


aosg Rett “ wey 
Msures, can determine 
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ar¢e , 


this index for ope 
bility and evaluate a given patient 
chances accordingly. 

DEGREES OF CIRCULATORY DEPRESSION 

However, what happens during an opera 
tion may invalidate any assurance ¢ 
safety-first under Moots’ index, and fe 
this reason the Anaesthesia Research So 
ciety insists upon five-minute blood pres 
sure guides and protection during the en 
tire operative period and has established 
certain degrees of circulatory depression 
for the information of the surgical team, 
These are:— 

1.—Safe.—Fifteen per cent increase in 
pulse rate without increase in blood pres 
sures; or 10 per cent decrease in blood pres 
sures without a decrease in pulse rate. 

2.—Dangerous.—Twenty-five per cent in 
crease in pulse rate plus 10 to 25 per cent 
decrease in blood pressures. 

3.—Shock.—A pulse rate of 100 and ris 
ing with progressively falling blood pres 
sures reaching a systolic of 80 mm. and 4 
pulse pressure of 20 mm. or less. 

If shock continues for thirty minutes o 
more during operation, without effective 
remedial measures, death is almost imevit- 
able in twenty-four to seventy-two hours 
This guide discloses the onset of shock at 
least twenty minutes before it is indicated 
in any other way, thus providing this avail- 
able time period for safety-first measures. 

In those of the 1,000 cases reviewed by 
Miller, that were in shock for thirty min 
utes or more, the mortality was 69.23 per 
cent, surely a striking prognostic warning. 

THE NEWER SHOCK INDEX 


Now is there some workaday index for 
forecasting shock before operation and for 
being prepared to combat its probable oc 
currence in connection with any given pa@ 
tient and surgical procedure? It would 
seem that Froes and Declairfayt have pro 
vided such an index; and the erythrocy# 
count and the haemoglobin percentage are 
the only additional data required, and these 
are usually readily secured by the family 
doctor for further evaluation after the pa 
tient reaches the hospital. 

Froes has modified the Declairfayt que 
tient and extols the dependability of the 
newer shock index thus obtained. Froe 
multiplies the systolic pressure by 100, and 
divides the product by the haemoglobin per 
centage multiplied by the figure represen 


ing the hundred thousands of erythrocytes™ ——_ 


For instance, in a patient with a systo 
pressure of 170 mm., erythrocytes 3,600,000 
and haemoglobin 67 per cent the form 
would be:— 





— 3 
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170x100_ 2412_ 
6.x 67 17000 | ™S 


This numeral 7 seems to be the extreme 
limit for safety. With any numeral product 
above this figure, shock is almost inevit- 
able. 

Surely so simple and available an index 
is worthy of routine use in preparing for 
shock in advance and in an effort to reduce 
the excessive death rate that follows in its 
wake. 

THE ENERGY INDEX 

In evaluating reserve vitality from the 
circulatory viewpoint, we are all too prone 
to overlook the significance of the pulse 
rate and this leads us to a consideration of 
the energy index as an aid in determining 
operative risk. The energy index is the 
sum of the systolic and diastolic pressures 
times the pulse rate. (Chart III) 


ENERGY INDEX 
Systolic+DiastolicX Pulse Rate—Energy Index 
20° i+ 80 x % =14,500 mm. Hg. 
per minute 
Note—Numerals of thousands only used as Index. 
Energy 


Index 
U0—b 


Index of 

Operability 
Probably inoperable 
Probably operaible 
Safely operable 
Probably operable 
Circulatory Load.. Probably inoperable 

Note.—In this index the systolic pressure -and 

pulse rate show heart capacity; and the diastolic 
end resistance, in terms of mm. of Hg. energy ex- 
pended for each minute. 


Again, as presented graphically, it is evi- 
dent that the energy index, in relation to 


Condition 
Increasing 
Cardiac Weakness 
Normal 
Increasing 


5 


the condition of the patient and operability, 

is of great diagnosic and prognostic signifi- 

cance. 

GROVER’S BLOOD PRESSURE KEY AND ITS 
INTERPRETATIONS 

Perhaps it is already realized that the in- 
dices for surgical risk and operability, so 
far presented, bear a definite relationship 
to the circulatory evaluations which the 
family doctor makes in his daily practice 
and this becomes all the plainer when such 
relationships to diseased conditions and 
grave pathology are more closely investi- 
gated. : 

B. B. Grover, of Colorado Springs, has 
condensed years of clinical experience into 
a blood pressure key which presents rising 
and falling ranges of the systolic and di- 
astolic pressures in relation to each other 
and various pulse rates as well as in con- 
nection with the conditions of disease or 
pathology which they suggest, (see Chart 
IV). 

To make Grover’s key of more practical 
value, and to visualize its interpretation 
and suggestions, his figures in each set of 
ranges have been worked out in detail, and 
the pressure ratio per cent (Moots’ index 
for operability) and the energy index have 
been included. To appreciate the signifi- 
cance of these pertinent indices of evalua- 
tion it should be recalled that 40 to 60 per 
cent is the safely operable range for Moots’ 
index and 12 to 18 per cent for the energy 
index. It will then be seen how conditions 
of disease and pathology place these indices 
in the probably operable or inoperable rang- 
es, (see Chart V). 


CHART IV. 
BLOOD PRESSURE KEY (Grover) 
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M. D. 
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Pulse rates—50-70, 72-86, 88-120. 


Indicated cond itions—1-15. 
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CHART V 
BLOOD PRESSURE KEY (Grover)—RANGES AND INDICATIONS 


Diastolic Pulse Pressure Ratio % Pulse Rate Energy 


Index 
12—18 


Systolic 





112—140 74—90 38—b0 51—55 72-——86 
Normal readings. 
112—140 90—100 22—30 
Poor Myocardium and Incipient Dilatation. 
112—140 50—72 62—68 
142—190 90—110 52—80 
192—280 50—72 142—208 
Ovearworked Heart and Incipient Hypertrophy. 
112—140 10—50 102—90 
Aortic Insufficiency. 
142—190 110—170 
142—-190 110—170 
192—280 90—110 
192—280 90—110 
192—280 110—170 
192—280 110—170 
Intracranial Tension; 
142—190 90—110 
142—190 110—170 
192—280 90—110 
192—280 110—170 
Failing Myocardium; 
92—110 74—90 
Neuroses. 
92—110 74—90 
Cardiac Insufficiency; 
92—110 10—50 
92—110 50—72 
Blood Dyscrasias; Tuberculosis; 
142—190 90—110 
Cardio-Vascular Strain; 
142—190 74—90 
142—190 74—90 
192—280 74—90 “118—190 140—211 
192—280 74—90 118—190 140—211 
Hyperpiesia; Neuritis; Worry; Overwork; Climactaric. 


24—27 88—120 18—30 

8—15 
12—2Z5 
18—31 


50—70 
50—70 
50—70 


125—94 

57—72 

284—275 

102—180 60—80 7—15 

32—20 

3Z—20 

102—170 

102—170 

82—110 

$2—110 
Arteriosclerosis; 

52—80 

32—20 


12—Z5 
18—31 
14—27 
20—3s 
50—70 15—27 
72—86 22—34 
Readings before Apoplexy. 
88—120 19—36 
88—120 22—43 
102—170 113—154 88—120 22—46 
82—110 74—64 88—120 27—54 
Cardio-Vascular-Renal Disease; Readings after Apoplexy. 
18—30 24—33 72—86 


50—70 
72—86 
50—70 
72—86 


29—11 
29—11 
113—154 
113—154 
74—-64 
74—64 
Cardio-Vascular Disease; 
57—72 
29—11 


12—17 


18—30 
Tuberculosis; Infections. 
82—60 
42—38 

Typhoid; 
52—80 
Cardio-Vascular-Renal 

68—100 
68—100 


24—33 88—120 15—24 
82—120 
84—152 
Septic Endocarditis. 
56—72 
Disease, 
92—111 
92—111 


90—120 
90—120 


9—19 
13—22 
72—86 17—26 
Incipient. 

50—70 
72—86 
50—70 
72—86 


11—20 
16—26 
V3—16 
17—3z 


50—40 500—80 72—86 


5—1z 


60—90 10—50 
92—110 10—50 80—60 
Toxicosis; Incipient Cardiac Failure. 
142—190 50—72 92—118 
Toxic Thyroid Endocrine Dysfunction. 
113—140 90—110 2z2—30 
Kidney Dysfunction and Albuminuria. 
142—190 74—90 68—100 
192—280 74—90 118—190 
Nervous Hypertension. 
142—190 10—50 
142—190 50—72 
192—280 10—50 


132—140 
92—118 
182—230 


When persisting points to heart failure. 


THE BREATH-HOLDING TEST 

The reactions of the respiratory function 
are also of vital importance, for basically 
they gauge the acid-base balance of blood 
and tissue chemistry in terms of health, 
function, disease and pathology and thus 
_-become a means of evaluating operative 

risk in relation to reserve vitality. 

The respiratory function has a para- 
mount index—the breath-holding test, 
which may be made on any patient by any 
family doctor. Yandell Henderson gives 
= following directions for making the 


1. Sit quiet for five minutes. 
2. Take a full, but not too deep breath. 


800—120 72—86 7—13 


184—163 120—150 23—39 


24—27 72—86 15—22 
91—111 


¢ 88—120 
159—211 


88—120 


19—33 
23—44 
1320—280 


184—162 
1182—460 


72—86 
72—86 
72—86 


11—Z1 
13—2z 
15—22 


3. Hold 
closed. 

4.—Note time (breath is held) in seconds. 

Roughly a breath-holding test of forty- 
five seconds or over indicates normal 
health. Candidates who could not hold 
their breath forty-five seconds were reject- 
ed as unfit for the French Aviation Serv- 
ice; and this is significant, as under anaes- 
thesia and operation patients have to with- 
stand many of the same bodily reactions 
as are endured in high flying. 

That this test should be a delicate and an 
accurate gauge of blood and tissue chemis- 
try is not surprising in the light of Hal- 
dane’s dictum—‘“That a deficiency of one 
part by weight of ionized hydrogen in one- 


it with mouth and nostrils 
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billionth dilution of blood completely sus- 
pends the activity of the respiratory cen- 
tre.” 

As the breath-holding test decreases we 
have the indications for (1) beginning alka- 
lemia, acidemia (ketonemia, acetonemia), 
and aminemia (amino acids); (2) which 
become mild alkalosis, acidosis and amino- 
sis; (3) and these conditions become grave 
and (4) hazardous as the breath-holding 
capacity becomes nil, (see Chart VI.) 

The breath-holding test bears a parallel 


T 


relationship to the vital capacity. For clin- 
ical purposes the vital capacity in c.c. is 
usually 100 times the breath-holding test 
in seconds. Thus a normal test would pred- 
icate a minimum vital capacity of 3,500 
c.c. in the average male and 3,000 c.c. in the 
female; whereas a test of ten to fifteen 
seconds would indicate a vital capacity of 
1,500 ¢c. c. or less. 

Paients with cardiac disease can lead a 
normal life if their vital capacity is above 
90 per cent; a vital capacity of 70 ver cent 


CHART VI 
RESPIRATORY EVALUATION OF OPERATIVE RISKS 


Breath 

Holding 

Seconds Condition 

50 3,500 
Normal 

40 Alkalemia 
Acidemia 
Aminemia 


Vital Capacity 
M. c. c. F. 
3,000 





3,000 2,500 


90% 
Mild 2,000 
Alkalosis 


Acidosis 
Aminosis 


2,500 
70% 


2,000 1,500 


Indication 


Resp. Rate Pulse Rate 
Inc. Dec. Inc. Dec. 


18 16 72 68 


Operative 





Normal 


Operable 24 14 86 64 


Restricted 
Activity 


Probably 
Operable 


Dyspnoea 
Hyperpnoea 


Beginning 


Grave 

1,500 1,000 
40% 
1,000 


Hazardous 
500 


Decompensation 


Decompensation 


Probably 
Inoperable 


48 


Note.—The Vital Capacity in c. c. is usually 100 times the Breath Holding Test in seconds. 


CHART VII 


EVALUATIONS OF PATIENTS FOR ORAL 


SURGERY (Jones) 





B. H. 
Condition Secs. 
Diabetes 
Diabetes............... 35 
5+% Sugar 


Sys. 


Dias. P. P. % 


Ratio Pulse Energy Haemoglobin 
Rate Index % 


108 80 


(Operation for gangrene) 


142 95 47 49 110 70 

145 67 78 116 150 70 

123 82 41 50 112 70 

152 74 78 100 96 60 

182 62 120 195 110 10 
Mit. Regurg 115 65 50 76 92 (Compensating) 
Tuberculosis 98 78 20 258 110 

104 64 40 62 100 

120 62 58 93 104 

148 100 48 48 94 


(Temp. 102.4°) 


means a restricted life and limited work; 
below 70 per cent dyspnoea comes on from 
moderate exertion and at 40 per cent dys- 
pnoea is pronounced and decompensation 
is present or readily occurs. 


It is also informative to check up the 
respiratory and pulse rate with the breath- 
holding test and vital capacity, remember- 
ing that either or both may be increased or 
decreased from normal and that operative 
risk lies in the different ranges as indicat- 


120 


The Breath-Holding Test in Dentistry.— 
That this test is a valuable clinical guide 
may be seen in the data of W. I. Jones of 
Columbus, O., in which ten poor-risk dental 
and three poor-risk surgical patients Were 
disclosed in the first fifty thus examined, 
(Chart VII.) Note the striking difference 
in the two diabetics (1 and 2); the latter 
with considerable sugar in the urine but a 
test of thirty-five seconds, indicating good 
renal permeability and fair surgical risk 
for amputation; the former showing a test 
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CHART VIII 
RESULTS IN B AND C OPERATIVE RISKS (Ruth) 
No. Deaths D. Rate Av. D. Rate (1,000) 
40 3 7.5% 7.82% 

Cc 15 3 20. % 33.+% 
Age—Years B. Risks Deaths Deaths 
20—40 11 
40—60 15 1 5 1 
60—80 14 2 7 2 


Cc. Risks 
3 


Deaths 
98 mins. 
100 mins. 
145 mins. 


C. Risks 
57+mins. 
10 mins. 
145 mins. 


Deaths 
70 mins. 
80 mins. 
90 mins. 


C. Risks 
55+mins. 
13 mins. 
115 mins. 


Duration 
Average 
Shortest 
Longest 
B. H. Test B. Risks Deaths C. Risks Deaths 
Seconds 

50—40 8 
40—30 6 
30—20 10 
20—10 15 


No Record 1 


P. Ratio % B. Deaths 
75+ 1 


Deaths 
1 
1 


60—75 3 
1 


40—60 
25—40 
25— 


oo moo 0 eo | aq 


Energy Index Deaths Deaths 
0—6 
6—12 1 2 


12—18 


3 
18—24 2 6 
24+ 4 


CHART VIli—Continued 
RESULTS IN B AND C OPERATIVE RISKS 
Cardiac Reactions 


~~ PL Ratio % P. R. E. I. 
B. A. B. 

120 80 40 50% 72 
3 2 1 1+ 1% iy 

148 p 56 60 53 72 16 

*146 84 62 73 100 82 19 

142 94 60 52 88 21 

124 80 55 44 22 

124 80 55 27 17 


(Ruth) 


Sys Dias P. P. 


Remarks 


Myocard. Deg. 
Died Card. Fail. 
Myocard. Deg. 
Mit. Regurg. 
Myocard. Deg. 


91 26 26 My. Deg. Caf. Saline 

My. Deg. Collapse 

Heart Block 

My. Dg. 3rd day. Emb. 

My. Dg. D. 4th. day. Acidosis 

My. D. Jaun. ch. Neph. D. 
2d day 

Mit. Sten. and Regurg. Pt. 
Decomp. 

B. M.R. 50+% 

B.M.R. 50+% 


210 
168 2 5 82 28 21 
162 72 43 9 
*148 90 64 41 22 
*118 66 2 79 45 13 
*110 y 52 24 20 
144. 54 90 166 290 10 
130 36 
118 27 26 


176 100 76 76 48 
138 90 48 53 90 














of sixteen seconds indicating a grave an- teen to eighteen seconds. Consider the 


aesthetic risk, although walking into the 
dental clinic for an examination. 

Note the three goitre cases (3, 4 and 5) 
and see how the test predicates the other 
reactions.-of a more searching examination 
to determine surgical risk and operability. 
French observers have recently noted that 
the average test in goitre patients is fif- 


three circulatory cases (6, 7 and 8) and 
contrast the mitral regurgitation patient, 
whose booming murmur seemingly could be 
heard across the room, with the more seri- 
ous anaemic and the very grave mitral risk 
with an operative index of 195 per cent. 
This test again points the finger of warn- 
ing. The tuberculosis cases (9 and 10) 
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were anything but “good-risk” patients ior 
operation or anaesthesia and yet they had 
little or no appreciation of the gravity of 
their condition. It is also interesting to 
note the effects of pus, sepsis and cellulitis 
on the breath-holding capacity (11, 12 and 
13. 

The Breath-Holding Test in the Tox- 
aemias of Pregnancy.—Very recently Fitz- 
Patrick, of Chicago, has reported on the re- 
sults of the test in 871 obstetrical cases 
primiparae and multiparae of all ages, in- 
cluding the various complications found be- 
fore and subsequent to pregnancy :— 

1—The average parturient woman has a 
test of twenty-five seconds. 

2—The shortest test (three seconds) 
was found in a primipara, forty-four years 
of age, weighing 180 pounds, who had a 
cardio-renal insufficiency, with general 
venous stasis. and who gave a history of 
“rose fever” in her younger life. 

3.—The longest test (sixty-five seconds) 
was found in a primipara twenty-four years 
of age, who held the hurdling champion- 
ship for girl athletics in her state 

4—The average cardio-nephritic preg- 
nant woman ‘has a test of eleven seconds. 

5.—The toxaemias of pregnancy due to 
faulty excretion showed a test of eighteen 
seconds, while those due to faulty secretion 
showed a test of fifteen seconds. 

Fitz-Patrick concludes:—(1) That the 
average pregnant woman has a test of at 
least twenty-five seconds. Any reduction 
below this point demands an explanation; 
(2) The pregnant woman with an apnoeic 
pause of fifteen seconds has an organic le- 
sion, is a poor surgical risk, and should be 
given an anaesthetic only by a professional 
anaesthetist, nitrous oxide-oxygen and 
ethylene-oxygen being the anaesthetics of 
choice, and the individual oxygen need be- 
ing determined and fully supplied. 
CORNELL TEST FOR DISCLOSING INCIPIENT 

NEPHRITICS 


It should be recalled that all breathless- 
ness is not necessarily of cardiac origin. 
Patients who become breathless after brief 
exertion should be given Cornell’s test for 
the acidemia of incipient nephritis as a 
prelude to a more searching examination. 
Beaumont Cornell, of Brockville, Ont., has 
shown that in ninety-five out of 100 cases, 
in which undisclosed nephritis has been 
rresent under three years, there is a non- 
cardiac form of dyspnoea associated with 
mild exertion. Cornell’s charting of the 
average respiratory and pulse rate response 
to exercise in 100 cases of early chronic 
nephritis is of very pertinent interest, 
(Chart VIII). 


CHART IX 


No. of Minutes After 
2346506078 


~ Ed 
ha 





Following brief exercise the respiratory 
and the pulse rate both rise abruptly. The 
pulse rate comes back to normal almost at 
once; the respiratory rate only after seven 
or eight minutes. Cornell has found 
that :— 

1.—Although not more than 20 per cent 
of patients complain of this dyspnoea, 95 
per cent admit having it when questioned. 

2.—This dyspnoea has no accompanying 
cyanosis and is usually relieved by four 
twenty-grain doses of sodium bicarbonate. 

3.—Fifty per cent of cases note red, blue, 
green or prismatic colour change of the 
white electric bulb during this sort of 
dyspnoea. 

4.—The degree of dyspnoea coincides 
more closely with the acidemia of the res- 
p:ratory centre than the phthalein output. 

Unless, such chronic nephritics are dis- 
closed before operation they may account 
for some of the needless and preventable 
deaths from post-operative kidney dysfunc- 
tion. 

VAGOTONIA AND SYMPATHICOTONIA 

H. D. McIntyre, of Cincinnati, O., is using 
a cardio-respiratory test for evaluating cer- 
tain types of vagotonic and symvathico- 
tonic patients in relation to therapy and 
operability. The McIntyre test is made by 
attaching the blood pressure apparatus to 
the arm and setting it to record the sys- 
tolic pressure. The patient then takes a 
deep inspiration and holds the breath for 
thirty seconds, with the results in normal, 
sympathicotonic and vagatonic types of pa- 
tients as indicated, (Chart IX), the blood 
pressure changes being noted at five-second 
intervals. 

McIntyre has found in patients suffer- 
ing from profound mental depression fol- 
lowing epidemic, septic and toxic conditions 
that vagotonics showed serious drops in the 
systolic pressure -during the thirty sec- 
onds interval of the breath holding. ‘This 
vagotonic reaction is reversible by the use 
of atropin and thyroid and the test may 
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serve to disclose and evaluate those patients 
whose adrenalin reserve is not sufficient to 
withstand operation safely without prelim- 
inary atropin and thyroid therapy. 

RESULTS IN B AND C OPERATIVE RISKS 

Do the methods of evaluating reserve vi- 
tality and the indices for determining surgi- 
cal risk and operability, as presented, hold 
good in practical use? Henry S. Ruth, of 
Philadelphia, has recently put them to a 
routine test and the results in several hun- 
dred consecutive operations speak for them- 
selves. 

The A risks are not charted or summar- 
ized as there were no deaths and practical- 
ly all cases were so-called uneventful recov- 
eries. The results in the B and C risks, 
however, would seem to support our con- 
tentions, (Chart X). 

SUMMARY AND CONCLUSIONS 

It is interesting to note in Ruth’s results 
that the patients who died following opera- 
tion, except in one instance, were in such 
classification under all the tests as to make 
the prognosis not only unfavorable but al- 
most inevitably against recovery. The one 
patient challenging the other results died 
of uremia. 

The cardiac cases with breath-holding 
tests approaching the normal withstood 
operation fairly well. Those whose breath- 
holding test was low either were among 
those who died or who had a very pre- 
carious recovery. From the charted car- 
diac reactions it may be noted that the 
pressure ratio per cent and energy index 
may either or both. improve or become 
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worse during operation. A change in eith 
er is not necessarily very detrimental, but 
a change for the worse in both would seem 
to be disastrous.” 

DISCUSSION 

The anesthetic is given to enable the 
surgeon to perform an operation. 

The surgeon is legally responsible for 
the acts of the anesthetist, if the surgeon 
engages him. The surgeon and anesthetist 
are on the same footing, sharing equally 
the responsibility, if the anesthetist has 
been specially called by the patient or the 
practitioner. 

If doctors and nurses were members of 
a labor union, a strike would be called if 
the health of the surgical team were 
jeopardized as we allow our health and effi- 
ciency to be undermined by breathing an- 
esthetic vapors and gas. The operating 
rooms should have forced draft ventilation 
to carry off the ether and ethylene from 
the room, with a suction intake pipe at the 
mask or face piece, where the vapors and 
gas are being eliminated. Some German 
hospitals are so equipped. 

The anesthetist is asked to add a toxic 
substance to the already diseased cell (B 
and C risks especially diseased), carry this 
diseased cell further toward death, and then 
return it to as near the starting point as 
possible—while the patient by fear, and 
the surgeon by trauma and hemorrhage, 
further depresses this diseased cell. There- 
fore, control your patient’s fear by assur- 
ance and hypo (preferable morphine 1/6 to 
1/4 with scopalomine 1/150), handle your 
tissues as gently as possible (especially the 
peritoneum, and add as little of the least 
toxic agent for as short a time as possible 
to perform the needed surgery. A variable 
anaesthesia—deep only when necessary— 
should be the aim to strive to obtain. 

In infiltration anesthesia (and it should 
not be called local anesthesia when we in- 
ject a toxic substance into the body to be 
absorbed into the general circulation almost 
totally), using 0.5 to 1.0 per cent solution, 
and in inhalation anesthesia using nitrous 
oxide and oxygen and ethylene (prefer- 
ably ethylene, because of its greater re- 
laxation and greater oxygen allowances), 
we have, so far, the least toxic agents. 

Early hours: When all the surgeons try 
to operate the first hour, the surgical de- 
partment is overwhelmed. I believe the 
patient is better able to withstand surgical 
trauma and the surgeon is more fit later 
in the day. 

If these evaluation tests are routinely 
used (especially the breath-holding test) 
some of the supposedly class A risks will 
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prove to be class B or C risks, recalling Dr. 
W. J. Jones’, Columbus, results in his first 
cases tested—one very grave risk (breath- 
holding test sixteen seconds) walked into 
the clinic for extraction. 


DISCUSSION 

DR. W. V. WHITMORE, Tucson, Ariz. (open- 
ing):—I will not attempt to discuss Dr. Carson’s 
excellent paper. While it may be true that I ad- 
ministered anesthetics earlier than any other man 
present, yet it does not necessarily follow that i 
am up-to-date in the modern methods of technic, 
or am at all competent to discuss this paper of 
Dr. Carson’s. 

Upon Dr. Carson’s arrival in the city I waylaid 
him to get a copy of his paper, and when I in- 
formed him that I had never used ethylene, he 
gave me a laugh and told me to talk upon any- 
thing I wished to, which I shall do. 

Since arriving at this session, I have been re- 
minded of a little experience of mine—in fact it 
was my first anesthetic and there were several 
features, very interesting to me, connected with it. 
I happened to assist at the birth of our good 
friend Dr. Hal Rice. I had taken one year of 
medicine in 1885-1886 at New York City and had 
drifted into California, San Diego County, where 
my brother was living in 1887. A faw weeks after 
my arrival there, a young doctor, with his wife, 
came into the place. There was no railroad there 
then and he had driven for over sixteen miles, 
which evidently hastened the trouble of the wife. 
In all, the town had about 400 people, counting 
children. There was a doctor there, but he was 
not available. This was before the days of tele- 
phone and other doctors were from eight to twen- 
ty miles away and out of immediate reach. Final- 
ly, the young doctor, who was Dr. N. J. Rice, saw 
me. As I say, I had taken one year of medicine 
then and, though I had not even had a lecture on 
obstetrics, and knew absolutely nothing about an- 
esthetics, as a last resort he asked me to help 
him. The doctor had never had occasion to uss 
forceps before and, having to use them on his 
wife, naturally he had to have help. I gave the 
anesthetic—got through in some’ way, I don’t 
know how—but everybody lived and we were all 
happy. While it may not be fitting for me to say 
it, yet I want you to know that this was one of 
my best cases. Dr. N. J. Rice refers to this day to 
the great moral support I was to him. Personal- 
ly, I am quite proud of this, my first anesthetic, 
and proud that my first work in this line was con- 
nected with a prominent and able member of this 
Association. On the other hand, I suppose Dr. 
Hal Rice may claim the credit of having started 
me On my career as an anesthetist. 

My experience with anesthetics has been quite 
the reverse of Dr. Carson’s. I feel that I have 
gained something by my long experience, but | 
do not claim to be up-to-date like some of the 
younger men. I suppose I might be considered 
a fundamentalist. 

I was much interested in the doctor's descrip- 
tion of a pre-operative investigation. I might say 
that the surgeons for whom I am doing anesthetics 
are resorting more and more to local anesthesia, 
so that my services are less in demand than be- 
fore. The description Dr. Carson gave of his rec- 
ords was an inspiration to me and I am very glad 
that is being done. I suppose, when I consider 
my primitive ways in which I have gotten along 
for thirty-five years, it is' a wonder that any of 
my patients have lived, but they have, and I shall 
look forward year by year to further advancement. 


' fect 


11 


DR. D. F. HARBRIDGE, Phoenix, Arzi.:—Had 1 
known Dr. Carson was going to make this very 
favorable statement. so interesting to me, I would 
have brought over for your information, a picture 
of Crawford W. Long. As Dr. Carson has inti- 
mated, there has been quite a discussion as to the 
priority of claim. In 1910, the British Medical As- 
sociation gave Crawford W. Long credit for the 
introduction of ether. Despite the stand taken in 
Boston, this recent event in Washington, it seems 
to me, absolutely vindicates Dr. Long’s position. 

The manner in which the use of ether was sug- 
gested to Dr. Long might be of interest to this 
assembly. He observed that, by the use of ether, 
the sense of exhilaration induced enlivened many 
of the members in the social groups he attended, 
so, in his particular community, Jefferson County, 
Georgia, there developed what were known as 
“ether frolics.” During some of these frolics Long 
noted that some, who got more of the ether than 
others, received very hard knocks and bumps in 
their frolic without noticing any undue pain, so 
he proposed to a Mr. Venerable that he take ether 
and allow him to remove a wen from his head. 
It appears that after Dr. Long made his observa- 
tion and explained it to his friends ahd operated 
Mr. Venerable, many were very ready to aliow him 
to remove cysts and do small operations. 

1 think this deed of a doctor in a country place, 
single-handed, and in the face of very positive in- 
structions which he had received while in train- 
ing at the University of Pennsylvania, to the ef- 
“that any man who received ether to the 
point of complete unconsciousness was at a dan- 
gerous point and would die,” was a very daring 
thing and showed great nerve. Probably, had he 
dared such an undertaking at the present time, 
with our lawyers and courts in operation, ne might 
have hesitated. 

DR. WILLARD SMITH, Phoenix, Ariz.:—The 
origin of ether is merely an incidental point. If 
you can put together the various points made 
about the beginning of this as a substitute jag, 
and its successful introduction as such, 1 think we 
can console ourselves with the Volstead business. 

I do want to say one thing, however, relative to 
the experienced anesthetist, as Dr. Whitmore 
brought out. Experience in anesthesia means a 
lot. The surgeon has a whole lot more time to 
attend to his own business if he knows he has 
an experienced anesthetist at the head of the table, 
but this new stuff I do not know very much about. 
They have kept bringing it in on me until I have 
gotten used to it and now do not pay very much 
attention to it, but I have to admit that Carson 
has taken a big worry off of my mind, as a con- 
siderable portion of my work is on extremely bad 
risk patients. Many of them are tuberculous pa- 
tients and I have learned to respect very highly 
and place a great deal of confidence in Dr. Carson, 
and place at least fifty percent of the glory to 
him as anesthetist. 

DR. CHARLES S. VIVIAN, Phoenix, Ariz.:—l 
want to speak of another class of cases, and that 
is prostate, particularly those cases of old fel- 
lows where there is a very narrow margin of 
safety. We have learned that it is wise to have 
Dr. Carson look such cases over and tell. whether 
he can safely give a general anesthetic. We have 
had about a dozen prostate cases in the last two 
years, operated under general anesthetic, without 
mortality. That is not a very large series of cases, 
but it impressed me with the possibility of this 
method—determining the risk before operation. 
Ethylene has been the anesthetic that we use. 

Dr. Carson says he likes to have the surgeon 
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fuss at him and that it helps to steady him. We 
have never noticed that there was occasion for 
this. 

Dr. Carson has given ethylene for me in prac- 
tically every urological condition except stones in 
the pelvis and kidneys. In -taking stones out of 
the kidney, we have done numsrous operations on 
the testicles and have used ethylene to cystoscope. 
I have absolutely no fault to find with the gas as 
a urological procedure. 

The doctor spoke about taking the blood pres- 
sure and finding out the relative possibility of 
shock. <A short time ago we had a very large 
hypernephroma, a case I reported in El Paso, and 
I believe that man got off the table and lived to 
go back to work simply b:cause Dr. Carson was 
on the job and applied the proper methods. ‘The 
tumor was very large, as large as a hat, and 
Carson’s methods were very well worth while and 
saved a considerable amount of shock. I have 
come to the conclusion that if you have your an- 
esthetist see your patient beforehand and ask his 
opinion, the rate of mortality would be less in 
surgical cases. 

DR. HARRY R. CARSON, Phoenix, (closing) :— 
Experience certainly helps in doing anything; so, 
also, does post-graduate clinic work and study, aid 
in producing better anesthesia. I feel very grate- 
ful to Dr. Willard Smith and Dr. Charles Vivian, 
for their kind remarks. I feel especially grateful 
to Dr. Smith, as he has, on occasion, referred to 
his anesthetist as “the tail of the dog,’ and un- 
feelingly remarked that “the tail was trying to 
wag the dog.” The anesthetist is the pilot, steer- 
ing the ship through the narrow straits, to harbor. 

Ethylene is made from alcohol and from ether, 
or by the process of “liquifaction and fractiona- 
tion” of natural gas from gas wells. The Path- 
ological Laboratory has tested each of the three 
ethylenes mentioned above for carbon monoxide 
and finds them alsolutely free. 

Dr. Yandt, of the Bureau of Mines, approves 
this method of testing: 


TEST FOR CARBON-MONOXIDE IN ETHYLENE 

The cylinder to be tested is placed, preferably, in a small 
tank of water in such manner that the level of the water 
will come half way up the length of the cylinder. ice and 
salt are added to the water untii the temperature has been 
reduced somewhat below 32 degrees F. 

After standing for five minutes, or until the temperature 
of the cylinder has assumed that of the brine, a 500 c. c. 
sample is drawn from the valve and collected in a flask by 
water displacement. 
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0.10.c. c. of fresh blood diluted to 2.00 c. +. is added to 
the flask. The latter is stoppered and rotated for five min- 
utes, causing the solution to film itself around the sides of 
the flask. The solution is then poured into a small coloro- 
metric flask or tube and tannic-pyrogallic acid added. After 
standing for 15 minutes an appreciable discoloration in the 
precipitate indicates the presence of carbon monoxide in the 
ethylene. (By discoloration is meant a red or pink shade.) 

A set of colorometric standards are desirable for the com- 
parison. They are readily obtainable, but when not available 
a blank test may be run using air or any gas that is known 
to be carbon monoxide free. This, as previously implied, is 
essentially the test of the Bureau of Mines for the determin- 
ation of minute quantities of carbon monoxide in air, ex- 
cept that it is qualitative only. To apply it quantitatively 
it is necesary to introduce an amount of oxygen into the 
ethylene comparable to that existing in the air or in the gas 
from which the quantitive standards were drawn. 


The above test is easily applied and is more »¢liable than 
the cuprous chloride absorption method, keeping in mind 
that we are interested in detecting slight traces, and that a 
positive qualitative for carbon monoxide should disqualify 
the ethy’ene for anesthetic purposes regardless of what the 
quantitative may show. 

A qualitative method that involves the bubbling of the gas 
through a test tube containing the diluted hemoglobin solu- 


tion, provided the time of bubbling is limited and regard- 


less of whether the rate of bubbling is slow or rapid, leads 
to the test showing the absence of carbon mon»xide, where- 
as it may actually be present. This is due to the fact that 
the reaction betwen the carbon monoxide and the blood re- 
quires a definite length of time, which is not available dur- 
ing the interval the gas bubble is passing up through the 
solution. 

In the test above outlined it is therefore specified that 
the blood solution and the sample of ethylene to be tested 
be brought in intimate contact for a definite and deliberate 
period of time by means of the flask, in the manner de- 
scribed. 

Note. The sample from the cylinder may be taken with- 
out first liquifying the ethylene (by cooling in ice and salt), 
and the results wil be relaible. If carbon monoxide. is actual- 
ly present, the cooling process merely serves to concentrate 
the impurity in the contents at the top of the cylinder and 
thereby causes a deeper shade of red to show up in the final 
color test. The cooling of the cylinder is therefore optional 
with the chemist and the test is sufficiently sensitive. 


Ether is miscible with ethylene, more: so than 
with nitrous oxide, to my mind. In the prostatic 
cases cited by Dr. Vivian, we occasionally do use 
a little ether for a short period, a variable leve! 
anesthesia—deep only when necessary. 

About shock: If the patient goes into third de- 
gree shock, the treatment is rapid intravenous 
saline solution—as large a needle as possible, for 
rapid| flow—to raise the blood pressure back to 
within ten percent of normal, as quickly as pos- 
sible. If there has been hemorrhage, a later 
blood transfusion should be given. Blood pressure 
readings should be taken every half hour, so that 
more saline can be given if necessary. 





TECHNIC IN GALL-BLADDER REMOVAL 


H. A. MILuer, M. D. 
CLOVIS, N. M. 


It is not my intention to claim a new 
procedure but to outline a technic that is 
a result of personal experience. Neither 
are we entering into a discussion as to 
what constitutes the indication for removal 
of a gall-bladder or to merely drain. We 
realize, however, that the general tendency 
at present is to remove, and we venture 
this opinion, that inspection of a gall-blad- 
der with the naked eye does not always re- 
veal massive pathology when its removal 
is followed by benefit to the patient. The 
phenolphthalein salts and x-ray promise 


great aid in making better gall-bladder di- 
agnoses in the future. 

With this preface we will call attention 
to procedure. The approach is made with 
the usual incision, after which a sand bag 
or elevator of table is placed; the gall-blad- 
der and ducts are inspected and palpated. 
If a decision is made for removal, the tip 
of the gall-bladder is grasped by angular 
forceps, the jaws of which are protected 
by rubber or gauze so as not to cut 
through the gall-bladder wall. The peri- 
toneal coat is then incised on the under sur- 


Read before the Fourty-fourth Annual Session of the New Mexico Medical Society, 
at Albuquerque, N. M., May 19 to 21, 1926. 
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face of the bladder paralleling the long 
axis; this is carried about the fundus prox- 
imal to the attached forceps. Then gradu- 
ally, by blunt dissection, free the bladder 
from its peritoneal coat, using the attached 
forceps as a tractor, pulling the bladder 
gently toward the wound. In the event of 
being unable to deliver the right lobe of 
the liver in the wound, the gradual freeing 
of the bladder with traction will give great- 
er access to the field, any hemorrhage is 
easily controlled, and any aberrant or ac- 
cessory hepatic ducts to the viscus, are 
recognized and disposed of. The approach 
to the cystic duct is easily recognized, as is 
also the cystic artery. The cystic duct is 
doubly clamped, the bladder removed, and 
a plain catgut tied, about the proximal 
stump of the duct. A split tube with wick 
is carried down to the stump, and the peri- 
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toneal flaps dissected from the viscus are 
sewed over the drain, one of the first 
stitches being taken through the tube to 
hold it in place, the peritoneal folds being 
brought together over the tube as far to- 
ward the wound as possible. With the last 
stitch a fold of omentum is transfixed and 
brought up and sutured about the tube. 
The wound is then closed, leaving the drain- 
age extra-peritoneal. This procedure will 
also keep taut, or prevent a sagging of, the 
free edge of the lesser peritoneal cavity, 
thus preventing lymphatic leaking or stasis 
in this area. The plain catgut suture on 
the duct usually absorbs in a few days, giv- 
ing rise to drainage. If much inflamma- 
tory reaction and infiltration are present, 
we believe this is to be desired, as it tends 
to relieve lymphatic tension and stasis at 
the head of the pancreas. 





FOREIGN BODIES IN THE EYE 


J. B. Gray, M. D. 
EL PASO, TEXAS 


The subject of “Foreign Bodies in the 
Eye,” which was given me, will always 
have a place on programs whenever medi- 
cal men meet. I am not a messenger of 
anything particularly new on the subject, 
but a recapitulation of a few of the most 
important points will refresh our memories 
and may prove advantageous. It is not 
my purpose to indulge in any criticism of 
the general practitioners, but to ask their 
support and extension of their field of use- 
fulness, in keeping with their well-known 
scientific knowledge and professional re- 
sponsibiilty, which is always active for the 
public welfare. 


“Safety first’ seems to be the watch- 
word of the physicians of today and 
many of the laity. Most foreign bodies 
in the eye are preventable, and it is along 
this line of endeavor we would ask your 
hearty support and cooperation, as well as 
first aid, which will be mentioned later in 
this paper. Prevention of accidents, not 
alone to the eyes—a small part of the hu- 
man economy—but to the entire body, is 
being carried on in recent years in all lines 
of commercial enterprises, manufacturing 
industries, railroads, and electric companies, 
as well as civic control of traffic in the 
larger cities, for the conservation of hu- 
man life. 


For convenience of description, foreign 


bodies in the eye may be appropriately 
classified .as superficial and deep, this be- 


Read before the El Paso County Medical Society in April, 1926. 


ing deemed best from the fact of the dif- 
ferences in symptoms, treatment, and rela- 
tive importance. 

SUPERFICIAL FOREIGN BODIES 

No injury to the eye from a foreign body, 
no matter how trivial, but what demands 
attention, as disastrous results often follow 
the slightest accidents of this character. 
The most: common injuries to the eye, of 
this class, are inflicted by small particles 
of steel, iron, rust, scale of different com- 
position, emery, glass, insécts, lime, cin- 
ders, and many other materials needless to 
mention and famiilar to you. 

The symptoms are familiar to all, as 
most, if not all, have at some time experi- 
enced them, and they may be but briefly 
alluded to here. The symptoms ordinarily 
are pain in the eye, lachrymation, photo- 
phobia, conjunctival congestion, etc. The 
pain is usually severe and few of us need 
to be urged to seek relief. This does not 
hold good with craftsmen, mechanics, and 
laborers who most frequently meet with 
these accidents, many of whom carry a for- 
eign body in the eye for days, and are 
forced to seek relief in the end. 

Most foreign bodies will be found on the 
cornea, a small per cent in upper culdesac, 
still fewer in the lower, and the remainder 
in the eyeball. This last number, compara- 
tively speaking from the number of acci- 
dents to the eyes, is very small. It is a 
matter of record, and in which my own ex- 
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perience coincides, that the left eye is the 
most frequently injured. It is injured in 
approximately sixty per cent of the cases. 
Some few foreign bodies will be found on 
or under the bulbar conjunctiva, but they 
are not common. 

The disturbance of vision with superfi- 
cial foreign bodies will be in proportion to 
the proximity of the foreign body to the 
center of the pupillary area. Foreign bodies 
on the cornea, though exceedingly small, 
when located directly in front of the pupil 
produce a marked disturbance of vision dur- 
ing their presence, and often for some time 
afterwards, depending on the size. depth, 
duration of presence, amount of infection 
and, most important, on the amount of 
corneal epithelium and corneal tissue de- 
stroyed in removal. This about covers the 
symptoms of the average uncomplicated 
case of superficial foreign body in the eye. 
The complications met with in sunerficial 
foreign bodies, are few and they do not oc- 
cur often, if the case is seen early. There 
may be iritis, iridocyclitis, and infection of 
the corneal tissue surrounding the foreign 
body, or an infection following its removal, 
destruction of the entire cornea by spread- 
ing of the ulcerated area, and, occasionally, 
the loss of the eye from panophthalmitis. 

DEEP FOREIGN BODIES 

By this, be it understood, is meant such 
foreign bodies as penetrate the coats of the 
eye and become lodged in one of its cham- 
bers, walls, the lens or iris. It is this class 
of injuries to the eye by foreign bodies, 
which do the greatest damage and by which 
many eyes are lost. The greatest majority 
of foreign bodies of this class of injury 
are composed of iron or steel of varying 
size. Other foreign materials not so often 
met with in the eye are brass, copper, 
glass, stone, coal, splinters of wood, shot, 
and perhaps a few others less commonly 
encountered. Foreign bodies that enter 
the eyeball are usually large and strike the 
eye with much greater force than the 
smaller or superficial foreign bodies. Usual- 
ly these injuries are caused by chipping 
with hammer and chisel on the different 
metals, and by dynamite explosions, etc. 

The symptoms of a foreign body in the 
eyeball, when seen early, are often few and 
a little misleading. The patient comes to 
you with the statement of something hav- 
ing struck him in the eye, with a sharp 
stinging pain; a little water may have run 
out of the eye or a little blood was noticed 
at the time. The pain is not severe unless 
it be a large body, which tears the tissues. 
Primarily the pain is often not complained 
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of as much as in the superficial foreign 
bodies on the cornea or elsewhere. This, 
you readily see, is due to the fact that the 
foreign body has entered the eyeball and 
the pain of almost constant ,eyelid move- 
ment is eliminated. There may not be 
much disturbance of vision, but, as a rule, 
there is some, and this will vary from a 
slight blur to almost complete loss of sight. 
The immediate loss of vision, as a rule, 
will occur in those foreign body injuries 
where the foreign body enters the anterior 
segment of the eye, the cornea, iris, and 
lens having been injured. The patients 
will often tell you there is nothing in the 
eye or, at least, they do not think there is. 
Do not trust their opinion in the matter; 
it is usually wrong. Often they hase their 
belief on the fact that they can still see. 
This is an erroneous conclusion and does 
not count much. When seen early, before 
inflammation has begun, the point of en- 
trance of the foreign body offers little dif- 
ficulty in locating. A very small, sharp, 
foreign body, such as steel or iron, may 
penetrate the sclera with but little evidence 
left of its having done so. 
passing through the cornea and iris, will 
produce a hemorrhage in the anterior cham- 
ber which is quite easliy seen. When the 
case is seen after the first 24 or 36 hours, 
the eye containing a foreign body will look 
quite different from one seen early. There 
will be all the symptoms of acute inflam- 
mation, a small contracted pupil as a rule, 
iritis, edematous lids, puffy conjunctiva, 
and great pain in the eye and temple of 
the side affected. Any foreign body in the 
eye is likely to produce infection. Iron and 
steel are the least likely; penetration of the 
eye by pieces of copper, splinters of wood, 
stone, produce serious injuries and are apt 
to be followed by infection. 
lenses, a few of which I have encountered, 
become foreign bodies and, in spite of your 
resourcefulness, usually mean the loss of 
the eye. I shall not tax your patience by 
quoting from a long series of cases treat- 
ed in the past twenty-five years, all of 
which would sound a great deal alike. It 
will suffice to say I have treated a goodly 
number, and we will pass to the treatment, 
in which we are most interested. 
TREATMENT 

The best treatment known to me for for- 
eign bodies in the eye, is PREVENTION. 
It will not help the case in hand, but it 
may save him the next time and the loss 
of an eye, if he is fortunate enough with 
the first. It is befitting those of us who 
do eye work, to express our profound ap- 
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preciation to the general practitioners who 
turn over to us most of their eye cases. It 
is the general practitioner, usually, who 
first sees these eye injuries. Many of you 
are connected with industrial plants where 
the accidents occur, and often render first 
aid. We would appeal to you for your co- 
operation in instituting preventive meas- 
ures and early aid work, and your help in 
bearing some of the responsibility. It will 
reflect credit to you as medical men, and 
untold benefit to the public. It is remark- 
able how much can be accomplished in this 
direction. In all hazardous occupations it 
will serve the purpose best to have some 
large placards tacked in most convenient 
places, warning of the dangers to the eyes 
at all times in the discharge of daily duties, 
and setting forth the best precautionary 
measures to use. Small typewritten slips, 
or cards, could easily be given laborers on 
entering the service, asking their coopera 
tion in preventing accidents to the eyes. 
On these cards would be short pointed in- 
structions as to where most eye accidents 
occur, and during what kind of work: name- 
lv, grinding, lathe work, chipping with 
hammer or chisel, etc. As goggles offer 
great protection, it would be so stated, and 
wearing of them be comovulsory. Screens 
around a certain class of work are very 
essential and should constitute a part of 
the plant equipment. Workmen do not like 
goggles but as it is their interest you are 
protecting. emphasis will become neces- 
sary. A few avvrovriate “DON’TS” might 
be added to the card; such as, “Don’t help 
put out your own eye when you get some- 
thing in it: seek medical attention AT 
ONCE.” “Don’t let. vour anxious friends 
helo you with dirtv toothvicks, knife 
blades, chewine gum, etc.; you are likely 
to get an infection.” Foremen should be 
instructed in the dangers incident to cer- 
tain classes of work, and the reprehensible 
practice of dirtv emploves trving to do the 
doector’s work. It would be all right if they 
got by with it, but they don’t in the long 
run, and somebody suffers the conse- 
quences. The general surgeon will tell you 
time is an element in his cancer cases and 
the time to get busy is the earliest pos- 
sible moment. This holds true with for- 
eign bodies in the eye. The danger of in- 
fection from superficial foreign bodies is 
practically nil, if given early and proper 
atténtion. The patient had much better 
suffer pa‘'n and inconvenience for a little 
while with a foreign body on the cornea or 
beneath the lid than to have anything in- 
troduced into the eye which is not sterile. 
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Superficial Foreign Bodies.—It has al- 
ready been stated that foreign bodies 
should be extracted early. This applies to 
all foreign bodies. Men in general work 
often state they do not attempt any kind 
of eye work. This is assuming a very lib- 
eral attitude, but as they are often the first 
to see these cases, we would appeal to them 
to share a little of the responsibility and in- 
itiate proper measures for relief, especially 
if it is likely the case will be some time 
before the eye has proper attention. They 
are the ones to do this, as their knowledge 
of the prognosis of these foreign body in- 
juries warrants the call for prompt action. 

I shall not intrude upon your time with 
details of removal of superficial foreign 
bodies from the eye, as the procedure ordi- 
narily seems so simple. Yet in years of 
practice I have seen men lose weeks from 
duty owing to bungling efforts to remove 
an apparently trivial foreign body. Foreign 
bodies on the cornea, the most frequently 
met with, should offer no difficulty. A 
good light, a sharp pointed sterile eye spud, 
a reasonably steady hand, and this little 
operation is finished with ease. Anesthesia 
is always indicated before attempting re- 
moval, with the single exception of foreign 
bodies under the lids, when it will not be 
indicated. I prefer two per cent butyn so- 
lution for this class of work. It has many 
advantages, chief among which is perfect 
anesthesia. It does not dilate the pupil, 
causing disturbance all day, (which is not 
necessary in cases seen early) and produc- 
es no drying of the cornea like cocain. Af- 
ter removing these foreign bodies from the 
cornea, examine the eye. Make it a fixed 
rule to do this; you will be rewarded at 
least with a sense of satisfaction at hav- 
ing done careful work. If a foreign body 
has remained on the cornea for as long as 
eight or ten hours, there will usually be 
found a slough, brown in color, where you 
remove the foreign body. Your work is 
not complete, neither is it well done, until: 
this is also removed. It retards healing 
and will have to be reckoned with later, 
the eye usually remaining painful and in- 
flamed. 


This slough, the seat of most of these 
foreign bodies, is more difficult to remove 
than the original foreign body. It clings 
tightly to the cornea and it has to be en- 
tirely surrounded by your spud before it 
separates. A piece of cotton on a probe 
makes a very poor foreign body instrument. 
Too much tissue is touched, and epithelium 
destroyed which leaves the cornea more 
likely to infection and a large ulcer to han- 
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dle later, perhaps for weeks. You cannot 
do good work with this. I am cognizant 
of the fact that it is done and see cases 
following the procedure. Better not at- 
tempt it at all if a satisfactory instrument 
is not available and the foreign body im- 
bedded in the cornea. After removal, a few 
drops of one of the silver salt solutions, 10 
per cent neo-silvol, argyrol, 2 per cent mer- 
curochrome, instilled in the eye will suffice 
in most cases. Recent cases seen early, and 
carefully attended, need not be bandaged, 
especially if you can see them the follow- 
ing day in the event the eye becomes ir- 
ritable. Older cases. carrying a foreign 
body two or three days or a week, will 
need the same treatment with, likely, in 
addition, atropin and a bandage or eye 
patch dressing for the next 24 or 48 hours. 
There will be considerable ciliary conges- 
tion and often a beginning iritis. All of 
these corneal abrasions recover more quick- 
ly when protected. Foreign bodies under 
the bulbar conjunctiva are best removed by 
picking them up with fine-pointed forceps 
and clipping them off. It is almost impos- 
sible to remove them with other instru- 
ments. When, and when not, to use atropin 
in these cases is a matter of experience. 
Recent cases rarely need it, older cases 
usually do. Always if you have an iritis. 
If you suspect an iritis and the case is 
likely to be slow in recovering on account 
of considerable trauma, better dilate the 
pupil. Atropin to an eye at the proper 
time is like a splint to a broken bone. 
Deep Foreign Bodies—Here we meet 
with quite a different proposition from that 
just considered. Up to the time when I 
began doing eve work. in 1900, a foreign 
hody within the evehall was considered its 
doom, and it would have to be enucleated. 
It, seemed almost imnerative that this be 
done, and be done auickly, for fear of sym- 
pathetic ophthalmia in the fellow eye. 
There was not much argument about the 
question, and many eves were lost. This 
was a subject on which physicians could 
agree. Since this date there has been a 
revolution in the treatment of these in- 
juries from iron and steel. From about 
1896 to 1900, when the x-ray and the giant 
magnet came into use, practical ophthal- 
mology made a wonderful stride. Active 
development of the iron and ‘steel indus- 
tries about this time when so many eyes 
were being lost, mav have inspired inven- 
tive genius to step in and save the situa- 
tion so far as iron or steel bodies were con- 
cerned. I would not lead you to believe all 
eyes are being saved that meet with these 
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accidents; far from it, but the advance- 
ment has been so marked it emphasizes 
how utterly helpless we were. 


It will be a repetition here to state that 
foreign bodies in the eyeball should be re- 
moved as early as possible. To my mind, 
this is very important for the reason these 
bodies become encysted, which renders their 
removal more difficult. Having used the 
giant magnet on these foreign body cases 
since 1903, it is my experience that once 
they become encysted it is almost impos- 
sible to remove them. I have had some 


failures, due likely to this cause. It is good 


‘practice to have an x-ray of the eve sus- 


pected of containing a foreign body, and 
have the body localized, if possible, before 
application of the magnet. It may have 
passed through the eye as they do at times, 
and your efforts would be fruitless... The 
often discussed problem of technic of mag- 
net removal of foreign bodies, whether by 
the anterior or posterior route, is difficult 
to approach from any angle without emerg- 
ing into controversial opinion. Take, for 
example, an ordinary case of iron or steel 
foreign body in the posterior part of the 
eveball. It has entered through perfora- 
tion of the cornea, iniuring the lens, per- 
haps the iris. To mv mind there is no bet- 
ter wav to remove the foreign bodv than 
hv bringing it forward with vour magnet 
into the anterior chamber and either re- 
moving it through the original opening or 
making a new one if necessarv. The lens 
is alreadv traumatic and vou will do it no 
harm. If vour rnnil is oven. which. it 
shorld he if possible. you will not have 
much, if anv. trouble getting the bodv 
throuvh it. Once in the anterior chamber 
there jis no difficultv in removing it. Should 
it hv chance become entangled in the iris, 
as a rule it can still be removed by a dif- 
ferent angle of apvroach: or do an iridec- 
tomv. as this latter step will prove bene- 
ficial when vou remove the lens. Those 
cases where the foreign body has penetrat- 
ed the sclera. with the lens or iris unin- 
inred, should always be reached through 
the posterior route. Avproach the foreign 
body through the original opening, if you 
can do it, even to the extent of enlarging 
it. If it cannot be removed here, there is 
nothing serious about making a new open- 
ing in the sclera nearer the foreign bodv 
and extracting it. Some very able men will 
tell you never ta enter the vitreous with 
the point of your magnet. You are often 
Jost if you don’t. I have done so, many 
times, aS a last resort, with no particular 
harm noticeable. You must get the for- 
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eign body or you will eventually enucleate. 
It is possible for some eyes to tolerate a 
foreign body for years, but the history is 
that they will eventually cause trouble. I 
see a patient once or twice a year who has 


in the nasal wall of his left eye a foreign 
body, which he has been carrying for 
twelve years. It looks like steel with the 
ophthalmoscope. He was injured in Omaha. 
Efforts to remove it with the magnet were 
fruitless. . His vision is good. Magnets 
are not a cure-all, but a wonderful help in 
these desperate injuries. A certain per 
cent of these foreign bodies you can not 
get for various reasons. Traumatic catar- 
act will require operation. Iritis accom- 
panies these injuries and will need atten- 
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tion until the eye becomes quiet. Useful 
eyes are saved in about 50 per cent of the 
iron or steel foreign bodies. Some eyes 
are lost, even after removal, by iritis, 
iridocyclitis, or panophthalmitis. Other 
foreign bodies than those mentioned, unless 
favorably situated so that they may be 
grasped by forceps, usually mean destruc- 
tion of the eye. Dislocated lens, the most 
common dislocation being posterior into the 
vitreous, is often accompanied by paraly- 
sis of the pupil, and the eye is lost by 
glaucoma or iridocyclitis. I have seen four 
or five such cases from nails hitting the 
eye sidewise. I have never had a case of 
sympathetic ophthalmia from a foreign 
body in the eye; likely, timely enucleation 
has saved me this sad experience. 





INFLUENCE OF THE PERSONALITY AND ECONOMIC 
CONDITION OF THE PATIENT ON THE RESULTS 
OF TREATMENT 


E.uioTt C. PRENTIsS, M. S., M. D. 
EL PASO, TEXAS 


This subject constitutes only one aspect 
of the social side of the practice of medi- 
cine, but is a very important one. Many 
patients think that. in order to get a good 
result in case of illness, all that is needed 
is for the doctor to make a correct diagno- 
sis and advise correct treatment. This is 
not true, as there are other factors also, 
that determine success or failure. . The 
following notes include the results of my 
experience in medical practice, and are also 
the experience of medical friends. They 
avply especially to chronic cases of diges- 
tive diseases requiring internal medical 
treatment, but about as well to most other 
I‘nes of medical practice. They are seldom 
found in medical articles or text-books, but 
are well known to all physicians. Time 
does not permit taking up all aspects of 
this subject, or mentioning all experiences 
that occur in medical work. Many medical 
laymen do not understand the necessity of 
full cooperation with the physician; if they 
did appreciate it, the results would be 
greatly improved in many cases. Statistics 
are not available, and, in the very nature 
of the subject, cannot be collected. 

The mental attitude of the patient on 
coming to the physician for examination 
and treatment, is of the utmost importance. 
He should be prepared to submit to any 
reasonable examination necessary to make 


a correct diagnosis. Sometimes a physician 
has been very highly recommended to him, 
but on the other hand, he may come with- 
out knowing the physician or anvthing 
about his ability: this tends to make him 
doubt the necessity of details of examina- 
tion and treatment, and adds unnecessary 
difficulties to the physician’s work. 

In most obscure cases it is very im- 
portant to make a correct diagnosis, as this 
determines. the character of the treatment. 
Sometimes instructions based on general 
principles will give good results in obscure 


,cases without an accurate diagnosis having 


been made, but this is not the rule, and 
the chances of improvement and recovery 
are proportionately increased as these fac- 
tors are correct. Incorrect treatment will 
not only fail to give a satisfactory result, 
but will permit a pathological condition to 
go unchecked that much longer, with grad- 
ual aggravation during that period. A good 
example of this is cancer of the stomach. 
This condition is insidious, and at first the 
symptoms are mild, not producing much 
discomfort or seriously affecting the gen- 
eral health. Very frequently the condition 
is not suspected nor the diagnosis made un- 
til it is no longer possible to completely re- 
move the tumor at operation, which, of 
course, means that only a palliative opera- 
tion can be done and that no hope for re- 


Read before the Seventh Annual Meeting, Southwestern Division, American Association 
for the Advancement of Science, at Phoenix, Arizona, February 15 to 18, 1926; also 
before the El Paso County Medical Society, March 1, 1926. 
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covery can be given: The same applies to 
other diseases, but to varying degrees ac- 
cording to the nature and severity of the 
case. 


A diagnosis cannot be made in obscure 
cases without careful, detailed work. This 
requires time—occasionally some days to 
complete the examination,—and varies with 
the character of the disease. In digestive 
cases five to ten days are often needed. 
Diseases of the eye, ear, nose, throat, heart, 
lungs, nervous system, genito-urinary and 
other organs of the body, are variable as 
far as this factor is concerned. The fail- 
ure to understand this, sometimes leads 
patients to think that a diagnosis should 
be made in all cases by asking a few ques- 
tions and making a hasty physical exam- 
ination, without even removing the clothes, 
and that time spent beyond this is wasted. 
This occasionally has the result of prevent- 
ing the patient from submitting to a prop- 
er examination, or from giving the full co- 
operation that is so much needed, or even 
causes a passive resistance. This is more 
or less natural, as few medical laymen have 
a good knowledge of anatomy, pathology, 
bacteriology, and diseases; their activities 
have been directed to other fields. 


After the correct diagnosis is made and 
correct treatment advised, there are a num- 
ber of factors that interfere with obtain- 
ing the best possible result. One of these 
is carelessness in obeying instructions, 
which leads to a failure to carry out essen- 
tial details of treatment. Sometimes pa- 
tients reject certain points of the advice 
given, which vary from valuable to essen- 
tial. This is very annoying to the physi- 
cian and interferes seriously with his hand- 
ling of the case. Another of these factors 
is the inability on the part of the patient 
to carry out the treatment advised. 

Some patients will persist for. a week or 
a month, and then stop. Many conditions 
cannot be cured in this time, even when 
progressing perfectly satisfactorily. Some- 
times considerable improvement occurs, and 
the patient stops treatment, as the princi- 
pal symptoms are abated; after that the 
condition is apt to become aggravated. 
Then he returns for advice, and again stops 
too soon. Consequently this patient has 
very little chance of getting the result that 
he desires. 

Many cases require continuous treatment 
for a long time; for months, or a year or 
more. Chronic cases have periods of ag- 
gravation, which are seldom preventable, 
even when the condition is progressing sat- 
isfactorily. As improvement occurs, these 
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periods of aggravation gradually become 
less frequent and less marked, and the 
periods of well-being are longer and more 
satisfactory. During such a set-back some 
patients get discouraged and stop treat- 
ment or change doctors, thus never getting 
the full benefit of expert advice. This fac- 
tor alone is responsible for many curable 
cases failing to recover. Physicians refer 
to such patients with chronic diseases, who 
go from one doctor to another without per- 
sisting with any one long enough to get 
well, as “drifters.” 


I believe that, as a rule, the condition of 
the patient should be carefully explained 
to him, and reasons given for each point 
of treatment. The necessity of doing this 
has been gradually forced upon me. This 
conduces to full cooperation on the part of 
the patient, when otherwise frequently he 
would not persist. This is based on the im- 
portance of the time element in the treat- 
ment of chronic cases, which cannot be 
overestimated. I have repeatedly treated 
patients who have recovered on account of 
persisting over a long period of time, and 
also many others who should have recov- 
ered, but did not, solely because they did 
not persist. 

The friends and relatives of a patient 
have an important influence on him with 
regard to how he carries out medical] in- 
structions.. They generally render assist- 
ance in this respect. Sometimes some of 
them do not, like the attending physician, 
or have a great,deal of confidence in some 
other one, and advise him to make a 
change, when it is not necessary or desir- 
able. The advice is always well-meaning, 
but they have not made the examination, 
do not understand pathology, diagnosis, and 
therapeutics, and sometimes seriously in- 
terfere with treatment. On the other hand, 
many patients become discouraged, and 
then friends and relatives render valuable 
assistance in having them persist. 

The economic condition of the patient 
frequently has an important influence on 
how he carries out instructions. When 
dealing with a large number of individuals, 
statistics show that expenses of sickness 
bear a certain average proportion to the 
income, but there are numerous individual 
variations from this figure. Most individ- 


‘uals are well able to pay these expenses, 


but many, for various reasons, are not able 
to do so. As an instance of this we might 
mention a married man with four children; 
he is earning the average pay of a clerk, 
and he and all in his family are below nor- 
mal physically, having frequent illnesses. 
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There is a steady expense of drugs and 
medical supplies. Occasionally a member 
of the family has to be sent to the hos- 
pital, while there needing the extra serv- 
ices of a trained nurse, or perhaps has to 
have an operation performed. Expenses of 
this kind are now much higher than they 
were twenty-five years ago. If such a man 
pays full rates for all services received, he 
quickly gets into debt and it is very diffi- 
cult for him ever to place himself on the 
credit side of the ledger. 


Following are some of the results that 
are observed as far as treatment is con- 
cerned. Some directions are not carried 
out on. account of the expense. Many pa- 
tients are sensitive, and do not always 
make office visits or call a physician when 
they should. Some acute conditions be- 
come rapidly very serious, and a delay of 
twelve or twenty-four hours in calling ex- 
pert advice, is sometimes fatal. An ex- 
ample of this is acute gangrenous appendi- 
citis. In such a case it is not rare for the 
patient to take an active cathartic, believ- 
ing that he has only simple acute indiges- 
tion. This is disastrous, and even more in- 
jurious than the loss of time in calling a 
physician. 

In chronic cases there is frequently the 
inclination to put off examination and 
treatment, and consult a physician only 
when the condition has become so serious 
that it greatly interferes with work. Also 
while the patient is under observation there 
is a tendency to diminish the number of 
visits, and thereby the thoroughness of 
treatment. This permits the disease to ad- 
vance gradually in severity and become 
much more difficult to treat and cure, and 
sometimes converts a medical into a surgi- 
cal condition. 

Many men have positions which pay them 
for their services only when they work, and 
this frequently stimulates a man to do so 
when he should be receiving medical treat- 
ment. When he does not work his expens- 
es and obligations go on as usual, and time 
that he loses for office visits or bed treat- 
ment, is a serious handicap. In certain 
cases of gastric and duodenal ulcer, gall- 
stones, and amebic dysentery, the patient 
should give up his time for treatment, and 
not work until he has recovered or is much 
improved. 

In this modern day it is not necessary 
for anyone to do without the proper medi- 
cal and hospital care on account of ex- 
penses. There are many free clinics and 
hospitals, in fact, in the large cities these 
are over-done, and many people impose on 
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these institutions. Physicians are always 
willing: to reduce their charges when nec- 
essary, and a tremendous amount of char- 
ity work is done by them in private prac- 
tice. 

I will now give several examples illus- 
trating points already mentioned. The first 
will be that of a case of amebic colitis in 
two types of individuals. The first one is 
a well-to-do educated man. He can readily 
understand the nature of his condition and 
the necessity of persistence along correct 
lines, and has the means to obtain the best 
of treatment. He usually makes a complete 
recovery, as amebic colitis is now a curable 
disease. 


The other man is a Mexican laborer, of 
inferior intelligence and poorly educated, 
married and with five children. He earns 
one or two dollars a day, and receives noth- 
ing on the days he does not work. He 
does hard physical labor under unsatisfac- 
tory conditions, and his diet is neither of 
good quality nor well prepared. When he 
has been relieved of the worst symptoms, 
and is restored to working ability, he gen- 
erally stops treatment. The inevitable re- 
currence takes “place, and then he returns, 
with the same result. The condition then 
gradually becomes aggravated and presents 
the pathology that usually develops in these 
cases. It is extremely difficult to cure a 
patient under these conditions. 

A few notes on the pathology and biol- 
ogy of amebic colitis may make the above 
points a little clearer. The ameba histolyt- 
ica causes ulceration of the colon. With 
aggravation of the condition the ulcers be- 
come more numerous and deeper, and the 
inflammatory induration becomes more 
marked. The amebae are imbedded in the 
ulcers. It is possible to completely relieve 
the patient of pain, diarrhea and other 
symptoms, even when there are ulcers and 
amebae still present. If treatment. be 
stopped at this point, it will be only a ques- 
tion of time before recurrence takes place. 
This suggests the necessity of a very care- 
ful examination to prove, if possible, that 
there are no more amebae or ulcers present. 
This should be done in every case before 
the patient is pronounced cured. 

There are all variations of personality 
and economic condition between the two 
classes of patients just mentioned. 

The next example is that of peptic ulcer 
of the stomach or duodenum, occurring in 
the same two types of individuals. There 
is a decided tendency to healing and then 
recurrence in this condition, and it is very 
difficult to obtain a permanent cure. If 
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the ulcer does not remain healed, there is a 
gradual aggravation of the pain and diges- 
tive symptoms, with their effect on the nu- 
trition and physical condition, and also a 
constant danger of hemorrhage and per- 
foration. The well-to-do man frequently 
obtains a satisfactory result with medical 
treatment, and operation becomes advisable 
only when it is apparent that the ulcer will 
not heal, and the symptoms are serious 
enough to warrant it. 


On the other hand, in the case of the 
Mexican laborer, it is not likely that the 
ulcer will heal and not recur. In his ease 
the results of both medical and surgical 
measures are not as good as with the other 
man. After operation for peptic ulcer, in 
order to get the best result, it is advisable 
for the patient to receive careful medical 
treatment. The necessity for this is being 
recognized by experts more and more every 
year. 


The next example is that of a patient 
with active pulmonary tuberculosis. This 
subject is of general interest to the resi- 
dents of our southwestern region. Usually 
the margin between the ability of the pa- 
tient to resist and that of the disease to 
destroy, is small. Experience has taught 
us that the result depends upon the patient 
persisting along good lines of treatment for 
a considerable period of time. 

These patients should not have to work 
and earn their living. They should have 
sufficient funds to pay their expenses un- 
til an expert tells them that they have im- 
proved enough to work. When they are 
not so supplied with funds, it is a constant 
source of worry to them. This leads to 
the subject of the indigent consumptive in 
the southwest, which is a large one in it- 
self, but time does not permit more than 
a reference to it. 

I will mention a number of factors that 
have a direct influence on how these pa- 
tients persist in treatment. Practically all 
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who present themselves have contracted 
the disease elsewhere and come to this re- 
gion on account of our favorable climatic 
conditions. Most of them are alone and 
become very homesick. Few improve as 
rapidly as they thought they would, and 
they worry a good deal on this account. 
They are physically inactive, have prac- 
tically nothing to do, and have too much 
time for unproductive thinking. Those who 
are inclined to worry frequently develop in- 
somnia, become discontented, and desire to 
make a change, even when there is no real 
reason for doing so. 

When a patient is improving more slow- 
ly than he wishes, or gradually losing 
ground, there is a strong tendency for him 
to consider making a change in either loca- 
tion or treatment. He wants to go to a 
warmer or a colder climate, to a lower or 
higher altitude, or make some radical alter- 
ation in the treatment used. In his per- 
sonal contact with others, or in his read- 
ing, he receives advice varying from what 
is good to the utterly worthless. In his 
frame of mind he is easily influenced by 
the advice of others. 

To counteract the factors just mentioned 
a patient should be given a good under- 
standing of his condition, and should learn 
something, but not too much, about the 
disease. He is greatly in need of sympathy, 
friendship, and companionship of the right 
kind. When he has these, his treatment 
and recovery are greatly facilitated. 

In conclusion, I wish to state that the 
practicing physician can use his knowledge 
and experience in making a careful diagno- 
sis and advising treatment, but he acts in 
an advisory capacity only, and cannot en- 
force directions. Beyond that, in a given 
case, the result depends upon how the pa- 
tient accepts advice and acts upon it. In 
this paper I have tried to bring to your 
attention a number of personal factors that 
have an important bearing on how the pa- 
tient carries out the treatment prescribed. 





THROMBO-ANGIITIS OBLITERANS 


E. A. DUNCAN, M. D. 
EL PASO, TEXAS 


The following case is so typically illus- 
trative of a disease which has attracted in- 
creasing attention of recent years that it 
may be interesting to report it somewhat in 
detail. 


J. H. S., an unoccupied man of sixty-seven, com- 
plained of Bright’s disease and high blood pressure. 
Family History. Father died of pneumonia. 
Mother died at seventy of unknown cause. ‘Two 


Read before the El Paso County Medical Society in April, 1926. 


brothers were killed in battle, one died following 
a surgical op-ration and one of “asthma.” Two 
sisters are living and well. One sister died of 
apoplexy and two of fevers of unknown nature. 
His wife is living and well and there are ro chil- 
dren, nor have there b2en any pregnancies. There 
is no family history of tuberculosis, heart dseare, 
diabetes or mervous diseases. 

Personal History. Patient has never been ro- 
bust. For the past twenty or thirty years his 
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weight has averaged 100 pounds. While in his 
twenties he was subject to facial neuralgia. -No 
other headaches. At twelve he lost his right eye 
in an accident. There is no history of tinnitus, 
vertigo or otitis. There have been no nasal diffi- 
culties nor tonsillitis. He has had some chronic 
cough and expectoration for many years, and has 
had infrequent nocturnal attacks of asthma. There 
is no history of fever, weight losses, hemoptysis 
or pleurisy. He has never been breathless on ex- 
ertion nor has he had palpitation or cardiac pain, 
Appetite and digestion have always been gaod. 
He is somewhat constipated. No history of jaun- 
dice or severe abdominal pain with nausea. For 
the past ten or twelve years he has, at times, 
been unable to empty his bladder and has catheter- 
ized himself. There has been no swelling of the 
feet prior to the present illness. He had typhoid 
at eightecn, pneumonia at dighteen and again at 
twenty. -No history of rheumatism, scarlet fever, 
diphtheria, heart disease, skin, venereal or nervous 
diseases. There have been no operations or in- 
juries. 

Present Iliness. For the past ten years patient 
has had pain in his feet and calves on walking. 
These pa‘ns have increas:d steadily in severity so 
that now he is unable to walk more than a Wlock 
without stopping to rest, when the pain subsides 
and he is able to proceed again for a short dis- 
tance. During this time he has bezcn told on sev- 
eral occasions that he had a high blood pressure. 
In November, 1925, he grew much worse. His 
feet became very painful, began to swell, and 
would redden when dependent. Shortly after this 
he developed an ulcer on the dorsum of the left 
foot which required four months to heal. Swell- 
ing and redness of the feet have persisted to date, 
though the swelling has varied in degree. Any 
slight abrasion of the feet heals very sluggishly. 

Physical Examination. June 10, 1926. A poorly 
developed and ill-nourished man. Apart from the 
feet, skin and mucous membranes are clear. Bones 
and joints are negative. There is no superficial 
adenopathy. The right eye has been removed. The 
left moves properly, the pupil is round, centrat 
and reacis to light. Ears, nose and throat are 
clear. Tongue is. clean and protruded evenly. 
Teeth are all artificial. Chest is of poor breadth 
and depth and expands equally. Tactile fremitus 
is equal. Both lungs are resonant. Breath sounds 
are vesicular and there an2 no rales before or 
after cough. The heart is not enlarged and there 
are no murmurs. Aortic second is accentuated. 
Pulse is rhythmic, regular, of large volume and 
increased tension. There is moderate fibrous 
thickening of the radicals. Blood pressure, 154-85. 
There are no abdominal distention, tenderpess, 
fluid or masses. Liver and spleen are not pal- 
pable. Prostate is about one and on>half inches 
in width, rounded, smooth and firm. Superficial 
and deep reflexes are present and there are no 
abnormal reflexes. Both fzet are red and slight- 
ly swollen. Swelling does not extend above the 
malleoli. There is a nail-head-sized scar on the 
dorsum of the left foot . The toe nails are thick- 
ened and deformed. Both feet are cold to the 
touch. The redness disappsars on elevating the 
fect but reappears in a few minutes after placing 
in the dependent position. The right femoral 
artery is felt as a finger-thick cord and does not 
pulsate. The left is hard and thick tut there is 
a. faintly palpable pulsation. No pulsation is pal- 
pable in the popliteal, posterior tibial or dorsalis 
pedis on either side. The urine contains pus. 

To summarize, we are dealing with a case of 
intermittent claudication of ten years’ duration 
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which has recently bacome much worse. Since 
November, 1925, the feet have been swollen and 
red with a tendency to ulceration. Except for the 
left femoral, the arteries of the legs are pulseless 
cords. These are the characteristic findings of a 
severe case of thrombo-angiitis obliterans. 

Our knowledge of this disease is largely 
due to the studies of Leo Buerger, who pro- 
posed the now generally accepted name in 
1908, and who discusses the subject ex- 
haustively in his work on the Circulatory 
Diseases of the Extremities.* 

The disease is essentially an inflamma- 
tion of the deep arteries and veins result- 
ing in an occlusive thrombosis of the ves- 
sels of the extremities. Little is known of 
its etiology but 99 per cent of cases are 
found in male Jews between the ages of 
twenty and fifty. One case has been re- 
ported at the age of three. Syphilis, arterio- 
sclerosis, nephritis, hpertension and toxic 
agents, except tobacco, have not been 
shown to be factors in its causation. Most 
cases are in heavy smokers and tobacco 
possibly increases the vulnerability of the 
blood vessels, as suggested years ago by 
Erb in his studies of intermittent claudica- 
tion. 

Thrombo-angiitis obliterans involves the 
legs much more often and extensively than 
it does the arms. There is an occlusive 
thrombosis, with organization and often 
canalization of the clot. In typical cases 
the vessels below the popliteal are, to a 
greater or less extent, occluded. Rarely the 
disease extends to the femorals and iliacs 
as in the case shown. There may be a 
periarteritis resulting in the binding to- 
gether of vein, artery and nerve in a mass. 

Usually the first complaint is of pain in 
the feet and legs, on walking, i. e., inter- 
mittent claudication. Coldness and numb- 
ness of the feet are noticed and especially 
in cold weather. After months or years, 
during which time the pain increases, evi- 
dence of nutritional disturbances appear. 
There are blebs, pustules or ulcerations, 
most often on the tips of the toes, follow- 
ing trivial injury or without apparent 
cause. The pain now becomes very severe. 
At, or before, this time it is noticed that 
the toes or anterior part of the foot, be- 
comes reddened when in the dependent po- 
sition, but blanches when raised to, or 
above, the horizontal. The foot is cold, it 
may be edematous, and the superficial ves- 
sels are pulseless. Some 20 per cent of 
these patients develop a migrating phlebitis 
of the superficial veins. Wide variations 
in these symptoms occur. Certain patients 
have pain alone, and this may be so severe 
as to require amputation even in the ab- 
sence of gangrene. Trophic changes may 
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“be the first symptom, and they may pro- 
gress rapidly to gangrene. 

The disease is a chronic one, ending in 
gangrene, though the development of the 
latter may be delayed for years. Remis- 
sions with entire or relative, but tempo- 
rary, relief of symptoms occur, later to be 
followed with an exacerbation. Persistent 
edema is a sign of ill omen, presaging gan- 
grene. Sudden death may follow  pul- 
monary embolism. 

According to Buerger, the points upon 
which we must depend for a clinical diag- 
nosis of thrombo-angiitis obliterans are as 
follows: (1) Its occurrence among male 
Jews; (2) early involvement of the lower 
extremities; (3) early pain of intermittent 
claudication; (4) the presence of migrating 
thrombosis; (5) absence of pulsation in the 
vessels; (6) blanching of the part when 
elevated; (7) redness in the dependent posi- 
tion; (8) absence of simultaneous. sym- 
metrical involvement; (9) the slow, chronic 
course, terminating in gangrene. 

A consideration of these characteristics 
would lead us to think that confusion with 
any other disease is unlikely. As a matter 
of fact, Raynaud’s disease is the chief con- 
dition in which such confusion might occur, 
and this is true particularly when thrombo- 
angiitis affects the upper extremities. The 
intermittent nature of the attacks of Ray- 
naud’s disease, with return to normal be- 
tween attacks, the absence of pain during 
intermissions, and the striking absorption 
of. bone, often with loss of the terminal 
phalanges, are the main points in the dif- 
ferentiation of these diseases. In Ray- 
naud’s disease the vascular changes of 
thrombo-angiitis are never found. The 
hard edema of the first stage of sclero- 
derma and sclerodactylia, and the later 
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stage of bone atrophy, are not seen in 
thrombo-angiitis. The trophic disturbances 
of syringomyelia should be readily recog- 
nized as such with their concomitant neu- 
rological findings, atrophies, scoliosis and 
dissociated anesthesia. 

The treatment of thrombo-angiitis is an 
unsatisfactory duty. The circulatory re- 
quirements of the part should be made as 
light as possible by its minimal use. Me- 
chanical irritation and injury must be 
avoided as in a diabetic. There is no spe- 
cial treatment for the pain. Treatment di- 
rected toward lowering blood viscosity has 
been attempted, .the administration of 
sodium citrate, of Ringer’s solution in quan- 
tities of eight or ten quarts a day by the 
duodenal tube, and hypertonic salt solution 
intravenously, all have been used. These 
measures are of doubtful benefit. Buerger 
recommends a sort of vascular exercise by 
alternately lowering the part until it red- 
dens, then raising it until blanching occurs, 
at the same time applying heat. This is 
kept up for an hour at a time for six or 
seven hours per day. He also believes in- 
termittent compression of the main vessels 
to be of value, and mentions the use of heat 
and diathermy. 

The average case eventually requires 
surgical treatment. The difficulty of se- 
curing primary union after amputation, in 
the presence of such extensive vascular 
damage, is apparent but Buerger reports 
sixty-five cases with excellent results in all, 
by the Gritti-Stokes supracondylar ampu- 
tation of the thigh, which appears to be 
the operation of choice. The case in hand, 
with femoral occlusion, certainly raises ad- 


ditional obstacles. 
*The Circulatory Diseases of the Extremities; 
by L:o Buerger; W. B. Saunders, 1924. 





ARTHRITIS 


1. CONCLUSIONS FROM REVIEW OF THE CURRENT LITERATURE 
2. ABSTRACTS FROM RECENT LITERATURE 
ORVILLE HARRY Brown, M. D., Associate Editor. 


»-CLASSIFICATIONS AND DIAGNOSIS OF CHRONIC ARTHRITIS 
Epcar H. Brown, M. D. 
PHOENIX, ARIZONA 


CONCLUSIONS FROM REVIEW OF THE RE- 
CENT LITERATURE 


Arthritis has numerous exciting causes, 
the .most common of which are bacteria. 

Various bacteria may be responsible for 
arthritis but the most common are the 
streptococci. Protozoa and other parasites 
are given as causative agents. Anavhylac- 
tic reactions also may be the exciting cause 
in afthritis. 


(Presented before the Deaconess Hospital Staff, at monthly Staff Conference). 


The chief predisposing factor seems to 
be an inherent, probably hereditary, weak- 
ness, comparable to those conditions which 
predispose to premature grayness, baldness 
and other signs of senescence. In some 
cases the essential weakness is in one or 
more of the endocrines. Trauma may be 
the cause of arthritis being recognized, if 
not a help in starting it. Exposure, ex- 
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haustion, strains, etc., may contribute to 
the development of infection in or about 
joints. 

Bacteria may develop to sufficient num- 
bers to make a successful assault upon a 
joint by virtue of good breeding placés in 
the body, designated as foci of infection. 
A thorough search for foci of infection 
should include at least the mouth and 
teeth; throat and tonsils; paranasal sinus- 
es; middle ear and mastoid; cervix uteri; 
prostate and seminal vesicles; intestines; 
appendix; colon; rectum; kidney pelvis; 
urinary bladder; gall bladder, and chronic 
infection anywhere in the body. 

The most comprehensive classification of 
arthritis appears to be that of Cecil and 
Archer. 
to-wit; proliferative and degenerative. Un- 
der proliferative come infections, specific 
and deformans. Under degenerative come 
menopause, monarticular and senile. These 
terms are self explanatory except possibly 
the word infectious which includes simply 
those which can be definitely and individ- 
ually established as coming from infection. 
This implies that many cases of arthritis 
while probably infectious in nature in the 
beginning are not easily proven so to be. 

The pathology and associated pathology 
of arthritis are complex. Without present- 
ing the histology of the joint changes, 
there are decreased circulation, decreased 
sugar, oxygen and other metabolism, and 
likely anemia, decreased gastric secretions 
and other systemic evidences of impaired 
health. 

The diagnosis of arthritis consists in 
finding all of the possible sources of in- 
fection and toxemia. It would seem ad- 
visable to make it a rule to make sensitiza- 
tion tests on all cases. 

The treatment consists, especially in the 
early stages, of a complete and thorough 
eradication of all foci of infection. There 
seems to be an implication in the lines of 
many of the writers that if this were done 
a large per cent of chronic cases would be 
prevented. 

Immobilization should be done in acute 


' stages. 


Active and passive movements should be 
begun early. 

Massage, diathermy, and every measure 
to help increase the circulation should be 
utilized. 

A low carbohydrate diet is usually indi- 
cated. , 

The administration of nitrites seems to 
offer hope of bringing about benefit. 
Vaccines are generally recommended. 
Non-specific protein shock treatment is 


They have two broad divisions, © 
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recommended by a number of the writers. 

When patients are found sensitized to 
food proteins those foods should be elim- 
inated from the diet. 


Deformities should be prevented: but if 
not prevented they should be corrected. 

' Iodides and thyroid extract are indicated 
in certain cases. 

Reduction of weight is indicated in those 
who are too fleshy. 

Low caloric diet is indicated in the obese. 

All arthritics should be instructed in the 
nature of their malady, that much depends 
upon their philosophic attitude toward their 
troubles, and that co-operation with their 
physicians will do much to make life bear- 
able. 

Ortho-iodoxybenzoic acid may come into 
general use in time and promise a cure to 
a considerable per cent of those suffering 
from arthritis. 

Synovectomy is indicated in all suppurat- 
ing joints and in many joints not suppurat- 
ing. 

Sunshine, equitable climate, regular ex- 
ercise, and proper clothing are advanta- 
geous. 

Colonic irrigations are indicated in those 
cases which are harboring the etiologic or- 
ganisms in the intestinal lumen. 

Dilute hydrochloric acid is recommended 
by a number of writers as being almost a 
routine necessity. 

General eliminative treatment is always 
good. 

In cases with parasitic involvements, ars- 
phenamin, emetin and ipecac should be 
used. 

Salicylates are probably always benefi- 
cial. 

ABSTRACTS 

Cecil and Archer (J. A. M. A., LXXXVII, p. 741) 
of the Cornell Clinic classify 612 cases of arthritis 
as proliferative and degenerative. Under prolif- 
erative come (1) infectious, 379; (2) specific, 18; 
(3) deformanus, 17. Under degenerative are (4) 
menopause, 145; (5) monarbicular, 20; (6) senile, 
17. There were in the group four cases of gout, 
two of intermittent hydrops. articulorum and 10 
cases were unclassified. 

The infectious type is due to foci of infection, 
with exposure as a secondary role. Sixty-one per 
cent were from infected tonsils and 33 per cent 
from teeth. The sinuses, prostate, gall bladder, 
colon and cervix harbored the organisms in a few 
cases. The patient often dates his trouble from 
an acute infection or operation. The laboratory 
findings are mostly negative. In the foci of infec- 
tion are found streptococci, either hemolyticus or 
viridans. The blood sugar was a high normal in 
fourteen cases. The treatment consisted in re- 
moval of foci of infection, vaccines and physio 
therapy. Favorable results were obtained in 82 
per cent of those in whom the disease had not 
persisted over six months. The longer the disease 
had persisted the less was the benefit obtained 
from treatment. Those who had had the disease 
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five years or longer received little or no benefit. 

In the eighteen cases of spacific arthritis, eleven 
were from gonococci, five from tubercle bacilli 
and two from syphilis. The gonococcic cases were 
treated by the urologists, with vaccine therapy in- 
travenously, and physiotherapy. The tuberculous 
arthritis was treated by the orthopedists. 

Arthritis deformans, the authors say, presents in 
the early stages much the same appearance as 
does the infectious type Ths average duration at 
time of admission to the clinic was seven years. 
Had these been seen early they would have been 
called infectious arthritis. In none of the 18 cases 
were foci of infection located. Ons of the patients 
was found sensitized to a large number of foods 
and removal of the food from the diet caused 
much improvement in the deformity. Removal 
of foci of infection and other treatment, vaccines, 
physiotherapy accomplishes little or no good. 

Degenerative arthritis has lesions in the bones 
and cartilage with little involvement of the soft 
parts. This type is not painful. It is usually as- 
sociated with sclerotic and degenerative changes 
and usually no focal infection, fever or signs of 
inflammation in the joint are found. Of the 182 
cases of degenerative arthritis, 145 were in obese 
middle aged women, at or just after the meno- 
pause. The morbid changes consist of thinning 
cartilage, lipping and spur formation of the bone 
.at the joint margins. Progress of the process is 
slow. The treatment consisted in reduction of 
weight by diet, the use of thyroid, iodides, etc. 
Physiotherapy gives much relief. Colonic irriga- 
tion is helpful in some cases. Vaccines have been 
ineffective. Ovarian extract has not been bene- 
ficial. 

Degenerative monarticular arthritis was found 
in twenty patients, sixteen in hip and two each in 
shoulder and knee. It occurs in late middle life, 
more often in men than in women, usually in out 
door workers and from trauma. Focal infection 
is uncommon and when found, removal does no 
good. The author’s treatment of this group has 
been chiefly iodides and physiotherapy. Vaccines 
were useless. Only six of sixteen treated derived 
any definite benefit. 

There were seventeen cases of senile arthritis. 
The average age was 67. Fourteen were women. 
Foci of infection were rare; any joint of the body 
may be attacked; there are always many joints 
involved. The common sites are the spine, the 
distal phalangeal, and slightly less common in the 
knees, knuckles, feet and shoulder joints. The 
type of lesion is osteo-arthritis with new growth 
of bone and cartilage around the edges of the 
joints. True ankylosis does not occur. in eleven 
of the. patients treated, two were definitely im- 
proved and five were slightly improved. 

There were four cases of gout, all had or had 
had involvement in the great toes. Three had in- 
volvement of large joints. The fingers were at- 
fected in two cases. Only one showed tophi in 
ears. The average uric acid content in the blood 
was 6 mg. per 100 c.c. All improved. The treat- 
ment, was, purin free diet, colchicin and cincho- 
phen. 

Intermittent hydrops articulorum was found in 
two men, age 40 and 48. The attacks came every 
ten days and lasted, ome day, and two or three 
days respectively. In one a knee was affected 
and in the other both knees and one hip. Foci 
of infection were found and removed and im- 
provement resulted. 

The authors are convinced that there are the 
two distinct and fundamentally different clinical 
forms—the proliferative which is infcetious and 
the degenerative which in their opinion is non- 
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infectious. The degenerative type they designate 
as stigma of age just as may be arteriosclerosis, 
nephritis, myocarditis, gray’ hair, etc. 

In their conclusions the authors state prolifera- 
tive arthritis cases should have focal infections 
removed and degenerative arthritis cases should 
have their metabolism accelerated with iodides, 
physiotherapy and low caloric diet. 


Ralph Pemberton (J. A. M. A. LXXXVII, p. 1253) 
presents an interesting and original concept of 
some of the predisposing factors in the etiology 
of what he called: heumatoid disability. Concern- 
ing the part played by bacteria he states “It is 
common knowledge that infections, especially focal 
in mature, have much to do with the causation 
of rheumatoid disability.” 

The author has found in sixty per cent of the 
cases of arthritis a lowsred sugar metabolism. 
This is not diabetic in nature; it is due to chang- 
es in the circulation of the blood, and is concom- 
itant with an increase of oxygen. 

Pemberton’s contention is that the decreased 
circulation and decreased metabolism is a vicious 
circle. As the arthritis develops disuse of the 
limb results and this in turn produces further cir- 
culatory changes. In the atrophy of disuse, it 
can be shown by x-ray that the bone of a leg 
which is not being used grows thinner. He and 
his co-workers found in patients with broken legs 
that the blood of the femoral veins of those legs 
showed an increased amount of sugar and oxy- 
gen. The fact that massage, heat, passive mo- 
tion, etc., do so much for arthritis is further proof 
of circulatory deficiencies in arthritic Immbs. On 
this basis he suggests that the nitrites should be 
beneficial in arthritis. In 60 per cent of the 
cases the sugar metabolism was raised and clin- 
ical benefit was obtained by the use of nitrites 

Another point which he emphasizes is that 
there is a ready transference from the blood to 
the synovial fluid of substances in the blood. 
After sugar is injected into the blood it is soon 
found in the synovial fluid in higher concentration 
than in the blood. The synovial fluid has, as ome 
of its functions, the supplying of nutriment to the 
avascular portion of cartilage in the joint. lf sugar 
can thus reach the joints readily it is assumed 
that toxins in the blood may also reach the joints 
readily. 


N. Mutch (Medical Journal and Record, May 20, 
1925, p. 625) analyzed two hundred cases of 
arthritis from the stamdpoint of the frequency of 
infection of the digestive tract. Gout, venereal, 
and tuberculous diseases and monarthritis were 
excluded. Active sepsis was present in the throat 
and nose of thirty-four percent of the two hundred 
cases, and around the teeth in fifty-two per cent; 
infective streptococci were recovered from the 
feces of eighty-four per cent. Fifteen per cent of 
his series developed arthritis years after all the 
teeth had been extracted. Sixteen per cent had 
total extractions during the course of arthritis 
and yet continued! to have outbursts of ai thritis 
with involvement of new joints. “Critical analy- 
sis of the throat histories shows a similar state 
of affairs.’ He writes: “The explanation of the 
failure in the treatment of these patients lies in 
the infection which was taking place from the 
lower zones in the bowel and which had been ne 
glected after the cleansing of the mouth.” 

Lower alimentary tract infection include iocal- 
ized infections and diffuse infection. Among the 
localized infections are chronic appendicitis, chol- 
ecystitis, ulcerated hemorrhoids, diverticulitis, and 
stercoral ulcers. The diffuse infections may im- 
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volve the whole intestine and may be associated 
with circumscribed zones of infections. Most of 
the infecting organisms are streptococci, but four 
per cent are staphylococci. 

Stagnation of the bowel contents seems to be 
the mule. Many of the patients had suffered with 
constipation for years before the development of 
arthritis. Three-fourths of the cases had redun- 
dant loops of pelvic colon and in two-thirds 
the transverse colon was double length. Many 
had secondary obstructions. Fifty per cent had 
a kink of the last coil of the iloum. Over thirty 
per cent had a most acute splenic flexure in erect 
position. Ninety per cent had a last kink in pel- 
vic colon. It was common to find diseased ap- 
pendices usually with adhesions so as to inter- 
fere with peristaltic results. Ptosis was frequent. 
Periods of diarrhea and mucus were common. 
Stasis and sepsis of the intestines may both be 
presant without manifestations. Stasis is frequent 
notwithstanding daily evacuations of the bowels. 

The author’s scheme of treatment was to survey 
the entire alimentary canal. Accessible areas are 
treated surgically. Autogenous vaccines supple- 
mented the surgical treatment, and did great good. 
Thyroid treatment was utilized in a considerable 
per cent of the cases. 


Phillip S. Hench (Atlantic Medical Journal, April, 
1925, p. 425) remarks that the countless cures for 
arthritis proves a lack of a specific cause. He 
reports upon 320 cases of polyarthritis or arthritis 
deformans which had been seen at the Mayo Clinic 
in the preceding two years. He says there are 
two main clinical types of chronic arthritis. The 
first is primarily infectious and involves many 
large joints and the proximal and middie joints of 
the fingers. It occurs in early adult and middle 
life. It is associated with vasomiotor depression 
—commonly found in visceroptosis. This group 
is susceptible to anaphylactic and allergy phe 
nomena. The second group may be partly infec- 
tious. It is characterized by localization in spine 
or knees or distal joints with Heberdeen’s nodes. 
Those of this group usually have hypertension ar- 
teriosclerosis and other evidence of senescence. 

In women it is likely to be associated with the 
menopause and obesity. The joint changes are 
hypertrophic. The differentiation between the 
two types is often difficult. 

In addition to removal of all foci of infection, 
diathermy, baking, massage, exercise and correc- 
tion and prevention of deformities, he says it is 
important to teach the arthritic the nature of his 
malady, the limitations of medicine in affording 
cure, and what he must or should do to help him- 
self. 

His final word is to search carefully for foci 
of infection and to remove them. 


E. G. Crookshank (Medical Journal and Record, 
May 20, 1925, p. 615) stresses developmental and 
structural weaknesses as predisposing factors in 
the etiology of arthritis. Quoting: 

“I would say definitely, both as a challenge and 
as a statement of experience, that the affected 
joints and correlated structures of persons who 
are the subjects of rheumatism and the rheuma- 
toid affections are often markedly inferior, from 
the point of view of the marphologist, that we 
are justified in asserting a correlation between 
morphological inferiority and liabiltiy to certain 
joint affections. That is to say, persons who ex- 
hibit such imferiorities are more liable (caeteris 
paribus) than are others to break down in respect 
of the inferior parts, under stress.” 
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Again he writes: “We note, in these cases, 
amyotonia, short incurved little fingers, smail 
thumbs, and irregular digital formula, short, or 
ill formed last phalanges and irregular metacarpal 
arrangements.” 

And again: “Disease is a function of at least 
two variables, whether we call them soil and seed, 
organism and environment, or one hoss shay with 
Deacon as a load. We must study both variables, 
and appreciate both variables, never losing sight 
of the truth that it is the relation between them 
that constitutes the diseass, and that is evidenced 
by the symptoms. What we call organic disease 
7 ag effect of the relation, and not the cause 
of it.” 


A. G. Young, Ph. D., amd J. B. Youmous, M. D. 
(J. A. M. A., LXXXVII, p. 746) of the University 
of Michigan, report most remarkable results with 
the use of a new drug in the treatment of arthritis. 
They include 43 patients in their report. Four 
who had no crippling had marked improvement. 
Three with slight crippling had marked benefit. 
Of eleven with moderate crippling, six had marked, 
four moderate and one slight improvement. 

The drug, which the authors used and which is 
mot on the market, is o-iodoxybenzoic acid. Much 
experimental work has ‘been done to determine 
the pharmacological action of the drug. A resume 
of this work as quoted by Young and Youman is 
to the effect that the drug is antiseptic, and germi- 
cidal and that when it is injected into animals it 
stimulates leucocytosis, phagocytosis and produc- 
tion of hemolysins, agglutinis and antibodies in 
general, and that it diminishes the intensity of al- 
lergic reactions. . 

The method of treatment was to hospitalize all 
patients and to subject them to thorough clinical 
study. There was no accessory treatment except 
the occasional use of analgesics. 

The drug was given intravenously. One gram 
of the free acid was placed in a beaker containing 
50 c. c. of steril2 water and ammonium hydroxide 
was, added until the rnaaction was just alkaline to 
litmus. Then the amount was made up to 100 c.c. 
by addition of distilled water. The solution may 
be warmed and stirred but not boiled. The 100 
c.c. are injected intravenously in not less than 
seven minutes. In cases with active infection re- 
action similar to protein reactions occur. The 
authors think these reactions are not non-specific 
protein reactions. The treatments are given bi- 
weekly for three or four weeks. This constitutes 
one course. Seventeen patients had two or more 
courses. 


Pemberton, Cajori, and Crouter, (J. A. M. A. 
LXXXVII, p. 2148) say, “focal infection is often 
only the match to the priming, even where opera- 
tive.” Again they say: “The justifiable and sound 
conception that focal infection is a cause of 
arthritis has properly received wide acceptance.” 
Their conclusion, however, seams to be that the 
theory of focal infection has had too much final- 
ity. In line with former work of Pemberton’s the 
author gave patients, with delayed sugar removal 
from the blood, nitrites to open up smaller blood 
vessels and in turn to stimulate metabolic pro- 
cesses. They found that this caused an increased 
consumption of sugar and of oxygen and probably 
of other products. Their idea is that what happens 
to the sugar and to the oxygen is an index to what 
happens to other blood products. The author be- 
lieves that the slow metabolism may be a cause 
rather than a result of the focal infection. A 
good per cent of the arthritic patients were bene 
fitted by the administration of nitrites. 
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Stauffer (Medical Jour. and Rec., Dec. 3, 1924, 
p. 542) found that a vast majority of arthritis 
cases have foci of infection. In two hundred cases 
two-thirds had diseased tonsils; twenty-five per 
cent had sinusitis. Twenty-five per cent had ob- 
structed noses with deviated septums. The teeth 
were grossly involved in ten per cent of the cases. 

In the cases who were unable to walk seventy- 
five per cent had diseased tonsils. He reports one 
patient who after four serious operations on’ her 
nose became able to walk. Such cases he says 
give false hopes to others. 

In the very advanced cases, he says, the bacteria 
have usually done their worst, and removal of foci 
of infection can accomplish but little. Focal in- 
fection plus factors which lower resistance seem 
to be the cause of arthritis. 


Miller (Ky. Med.: Jour., July, 1924, p. 248) says 
the types of arthritis known as deformans, osteo- 
hypertrophic, degenerative, metabolic and destruc- 
tive arthritis, Heberdeen’s nodes and chronic rheu- 
matism are all secondary to foci of infection. One 
joint becomes a focus for others. The author 
cautions particularly to treat acute cases with 
great care. Acute arthritis joints should be put 
at rest by means of splints or by plaster of paris 
casts. Ten days or two weeks of this will usually 
relieve extreme pain and tenderness. After this 
acitve and passive movements with baking and 
massaging should be continued until the parts are 
again normal. 

Swete, Dickson, Locke and Osgood recommend 
synovectomy in certain types of arthritis. The 
entire synovial membrane with all villous prolifera- 
tions is removed. Active and passive motions are 
begun in about ten days. He cautions to recom- 
mend fresh air, sunshine and equitable climate, 
proper underclothing, and regular exercise. Poor 
persons who have to use their joints to stave off 
starvation have less stiffnass and ankylosis than 
do the wealthy persons. 


Knox (New Orleans Med. & Surg. Jour., Feb., 
1925, p. 310) says arthritis does not receive the 
attention it deserves. Concerning the history of 
foci of infection he says Benjamin Rush first 
called attention to it over one hundred yea.s ago, 
and in 1892 William Hunter again spoke of it. 
But until eighteen years ago little significance 
was attached to it. He emphasizes that the finding 
of one focus of infection does not exclude others. 
The yeast and entameba may be causes. The 
colon bacillus must not be forgotten. He reports 
cwo cases of arthritis due tO intected semimuas 
vesicles and prostate. 


Twinch (Med. Jour. and Rec., April 15, 1925, p. 
466) says rheumatism and arthritis may be easily 
confused; in fact it is difficult to tell where one 
leaves off and the other begins. He regards the 
colon as a harbor of infection responsible for near- 
ly all chronic arthritis. Colon irrigations should 
be given daily for three to four weeks and then 
twice weekly. Acid colon contents call for an 
alkaline wash and an alkaline stool for an acid 
wash for the colon. He recommends implantation 
of bacillus acidophilus into the colon, as experi- 
thents have shown that streptococci will not grow 
in the presence of bacillus acidophilus. Colloidal 
lime and iodine have been found of much benefit. 
Chronic arthritics are always at a low ebb of 
health and everything possible to help them should 
be done. 


Ely (Calif. and West. Med., June, 1924, p. 260) 
writes of the relation of chronic. arthritis and 
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trauma. He says industrial insurance has to deal 
with the following type of cases: a man falls and 
wrenches his spine or a larger joint; at once or 
before long he has pain. X-ray examinations re 
veal spurring and lipping of thea joints in ques- 
tion. The problem is: what relation is there be- 
tween the trauma and the lesions. The author's 
contention is that the joint changes had been go- 
ing on painlessly for a long time and that the 
trauma simply served to call attention to them. 
He says that the same contential conditions are 
found in joints in which there is no history of 
trauma. He stresses the importance of eradicat- 
ing foci of infection and all intestinal parasites. 


Miles J. Breuer (The Neb. Med. Jour., March, 
1926, p. 112) in searching for foci of infection in 
arthritis adheres to the following formal list: 
“Mouth and teeth; throat and tonsils; paranasal 
sinuses; middle ear and mastoid; cervix; prostate 
and seminal vesicles; appendix; colon; rectum; 
kidney; urinary bladder; gall bladder. After the 
foci of infection have been removed give particular 
attention to building up the patient’s general physi- 
cal condition and to his eliminative organs—the 
bowels, kidneys, skin and lungs. He also recom- 
mends thea ordinary local treatments, the usual 
drugs and occupational therapy. 


Thompson (Boston Med. & Surg. Jour., Apr. 2, 
1925, p. 658) says arthritis deformans, articular 
rheumatism, infectious, atrophic, and hypertro- 
phic arthritis, rheumatoid arthriti,s osteo-arthritis, 
proliferative and degenerative arthritis, polyarticu- 
lar, senile, juvenile, trophic, metabolic, progres- 
sive, and scirrhous arthritis are terms many of 
which are identical or merge, one into the other. 

He uses the general classification of infectious, 
atrophic, hypertrophic, and isotrophic arthritis. 
His contention is that the atrophic and isotrophic 
forms may come from endocrine disturbance as 
well as directly from infection. They come from 
hypothyroidism more than from any other endo 
crine dysfunction. 


Riley and Smith (N. Y. State Jour. of Med., Mch. 
13, 1925, p. 422) write. “A study of the bacterial 
flora of the bowels often reveals a dominant coccail 
or other foreign bacterial invasion of the contents 
that should be corrected by proper medical treat- 
ment and dietary regulations; it must be remem- 
bered, too, even an apparently normal flora may 
at times give rise to a toxemia by the excessive 
absorption of toxins.’ They recommend surgical 
removal of foci of infection; but before doing so 
they administer autogenous vaccines. 


Kreuscher (J. A. M. A., LXXXVII, p. 1257) ax- 
amined 900 cases of arthritis in the John B. Mur- 
phy Clinic from the standpoint of etiology; 25 
per cent had had throat infections, usually tonsil- 
litis; 18 per cent paranasal sinus infection; 17 per 
cent gonorrheal infections; 12 per cent genito- 
urinary tract infection; adn five per cent intestinal 
stasis. He had been able to produce arthritis in 
guinea pigs and rabbits by injecting infectious 
material into ear veins. Ninety-seven per cent of 
the rabbits showed arthritis in one or more joints 
in 72 hours. He thinks that in all but a small 
per cent of cases there are foci of infection which 
are the definite cause of the arthritis. 


Stern (J. A. M. A., LXXXVII, p. 1257) believes 
that many if not most cases of arthritis are due to 
basic disturbances of the metabolism of the joints 
from the absorption of infective or toxic substanc- 
es from the. bowels or elsewhere. There are 
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other cases, however, in which the etiology is 
not discoverable. He says Riedinger of Wurx- 
burg tied off or destroyed the small veins leading 
from the patella and produced thereby a condition 
resembling hypertrophic arthritis of the human 
being. He believes Pemberton’s ideas of lowered 
sugar tolerance are correct. 


Lowman (J. A. M. A., LXXXVII, p. 1257) says 
that at the Orthopedic Hospital School of Los An- 


‘geles, eight to ten per cent of all patients, from 


infancy to twenty years of age, have protozoan 
infection. 
In arthritic cases he reports parasitic involve- 


.ment as follows: ameba histolytica, 25 per cent; 


chilomastix, 50 per cent; and tricomonus, 25 per 
ceat. The relation of protozoa to arthritis is not 
clear. He approves of massage and heat with 
lessened diet and rest in bed. 

Allen C. Nickel (J. A. M. A., LXXXVII, p. 1117) 
of Mayo Clinic, made 149 routine cultures from 
138 cases of arthritis; 60 cultures were from ton- 
sils; 125 animals were injected with them, 50 
per cent of which developed joint lesions; 24 were 
from teeth and 56 animals were injected with 
them, 60 per cent developing joint lesions; 50 cul- 
tures were from the prostate and 110 animals were 
inoculated with these, 55 per cent of them develop- 
ing joint lesions; 15 were from the cervix and 35 
were injected with them, 35 per cent developing 
joint lesions. 

In a series of 82 cases of chronic arthritis, espe- 
cially osteo-arthritis, 220 rabbits were inoculated 
with cultures therefrom and localizations in the 
joints took place in 77 per cent. Seven per cent 
ef joint infection developed when the cultures 
were from indefinite cases other than arthritis. 








Barker (International Clinics, June, 1925, p. 212) 
entitles his article “Chronic Infectious Arthritis” 
and thereby implies that there may be other types. 
He believes firmly in the theory of focal infection 
as being the cause of arthritis—even of arthritis 
deformans. He says that in more than 75 per cent 
of the cases primary foci of infection are found 
in the head. most often in the tonsils. Next in 
frequency sequence come the gums and teeth, the 
paranasal sinuses, adenoids, and middle ear. After 
these sites come the genito-urinary apparatus. the 
gall bladder, the appendix, etc. Barker thinks 
every case of arthritis deserves to have a most 
searching examination for all foci of infection and 
whenever such are found they should be appropri- 
ately treated. 


Irans (J. A..M. A. LXXXVII, p. 725) says chronic 
proliferative arthritis is often of infectious origin. 
Other cases fall into the class of arthritis de- 
formans. Between these two groups are many 
other cases suggesting arthritis deformans but 
probably infectious in origin. He says there are 
two types of arthritis, the infectious and the meta- 
bolic. Trauma, weight bearing’ and muscle ten- 
sion are all etiologic factors to be considered. 
Hereditary tendencies to arthritis are not uncom- 
mon. Arthritis rarely is associated with hyperthy- 
roidism. 


Clyde Brooks (J. A. M. A., LXXXVII, p. 1122) 
uses split protein to treat arthritis. He thinks 
non specific protein is superior to vaccine for ths 
reason that with the protein there is no reaction, 
chill or shock. of any kind. 


Eric Pritchard (Medical Journal and Record, 
April 15, 1925, p. 759) presents a short paper 
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which tends to controvert the theory that rheuma- 
tism and arthritis are the result of a specified in- 
fection. 


N. J. Nessa (Radiology, August, 1925,°p. 167) 
reports x-ray studies of a woman aged sixty, with 
infectious arthritis involving nearly all of her 
joints—with ankylosis of many of them. The 
condition had existed over forty years. 


George K. Carpenter (Jour. of Texas State Med. 
Assn., Nov., 1924, p. 224) says all foci of infec- 
tion should be removed or traated thoroughly, but 
not too much should be hoped for; in addition 
local heat, salicylates, and active and passive mo- 
tion should be persistently used. 


Owen (Ky. Med. Jour., July, 1924, p. 250) says 
that any doctor having a new case of arthritis 
should treat that case just as though he had never 
been examined and search him most carefully for 
foci of infection. Occasionally unexpected good 
results will come. To prevent deformities, keep 
up massage, active and passive motions and such 
measures as will improve the circulation. - 


Pemberton (J. A. M. A., LXXXVII, p. 752) be- 
lieves that the menopause has a characteristic 
type of arthritis, and that a low caloric diet is im- 
portant in treatment of it. A reduction of weight 
is often of value. He has found that arthritis 
rarely is associated with hyperthyroid conditions. 


Hench, (J. A. M. A. LXXXVII, p. 753) of the 
Mayo Clinic has used o-iddoxybenzoic acid in six 
cases; three had no benefit; two had slight and 
one marked improvement. He has also used mer- 
curochrome—usually with disappointment. 


Wright (Med. Jour. and Rec., May 20, 1925, p. 
628) finds no relationship between any certain 
foods and rheumatism. He thinks it well for any 
certain case to avoid the food which experience 
teaches is the cause of trouble. 


Turnbull (Boston Med. and Surg. Jour.. Sept. 4, 
1924, p. 438) reports four cases of arthritis in 
which there was sensitization to groups of foods. 
Elimination of the offending foods brought about 
improvement in every instance. One patient in 
particular found that reincluding the detrimental 
foods in his diet again brought on his arthritic 
symptoms. The author concludes that food allergy 
is a factor to be investigated for every case of 
arthritis. 


Sweey (Med. Jour. & Rec., July 16, 1924, p. 62) 
reports a case of osteitis deformans which had ten 
to fifteen per cent, phenolsulphophthalein elimina- 
tion in two hours and other evidances of kidney 
impairment. The author does not attach etiologic 
significance to the kidney condition, but thinks it 
is a concomitant development with the arthritic 
manifestations. 


Morrison (Ky. Med. Jour., July, 1924, p. 261) 
recommends removal of all foci of infection, re- 
peated searchings for them, cutting down on 
starchy foods and the use of general common 
sense measures. 


Carpenter (Ky. State Jour., July, 1924, p. 261) 
recommends rest and massage. “Out in the sticks 
they use pole-cat oi] and rub heroically and go on 
to a happy recovery.” 


Cohn (New Orleans Med. & Surg. Jour., May, 
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1924, p. 501) discusses Willem’s method of treat- 
ing purulent arthritis which consists of puncture 
of thie joint capsule as soon as pus develops; im- 
mediate active mobilization is instituted; weight 
bearing is insisted upon as soon as the tempera- 
ture is below one hundred degrees. No drainage 
tubes are used and no irrigations are permitted. 
In joints that become distended arthrotomy with 
small opening left for discharge of synoieal fluid 
makes tthe patient more comfortable and secures 
against infections. 


Ely (Calif. & West. Med., Sept. 1925, p. 1157) 
divides arthritis into two classes: Type I is plain- 
ly due to infection. Type II is probably due to 
protozoa. In the Stanford studies thirty per cent 
of the cases studied had parasites; amoebia coli 
are most common and then come giardia, chilo 
mastix, histoltica and trichomonas. 

The treatment of the parasitic cases is to use 
neoarsphenamine, emetin and ipecac. 


Liswellyn (Medical Jour. and Rec., May 20, 1925, 
p. 618) says thyroid disability is a common finding 
in rheumatic individuals. He calls especial atten- 
tion to the paroxysmal and periodic tendency of 
rheumatic conditions. In cases where salicylates 
are ineffective the addition of thyroid thorapy may 
get results. 


J. G. Gardner (New Orleans Med. and Surg. 
Jour., Feb. 1925, p. 313) says in studying focal in- 
fections there are three factors; the virulence of 
invading bacteria, the character of the bieeding 
place and the resistance of the patient. These 
three explain why one person may have so many 
foci of infection with little or no systemic effect 
and another may have extreme systemic involve 
ment with no wnmistakeable focus of infection. 


Barrow and Armstrong (Ill. Med. Jour., June, 
1925, p. 427) write upon the occurrence of proto- 
zoan infection in arthritis and state that this type 
of infection iq wide spread in the human race. 
It is characterized by depressive, toxic syndromes 
chronic in nature and unexplainable on other 
grounds. 


Hidelsberg (Medical Jour. and Rec., June 4, 
1925, p. 674) says that treatment of arthritis so 
often fails because of secondary metabolic and 
endocrine changes plus the extensive pathologic 
changes already taken place. The reason paren- 
teral injections of milk are so often effective is 
for the reason that they speed up metabolism. 
This is shown especially in the increased sugar 
tolerance after milk injections. 


Schmidt and Adams (J. A. M. A. LXXXVI, p. 


535) of the Mayo Clinic saw fifty-one patients 
with arthritis who also had diabetes. In view of 
Pemberton’s findings of high blood sugar in 
arthritis cases it was thought that controlling the 
sugar content of the blood might help the arthritis. 
Their conclusion is: “No noticeable improvement 
seems to occur in arthritic symptoms in conse- 
quence of the low carbohydrate regimen neces- 
sary in the presence of diabetes.” 


Young and Youmans (J. A. M. A., LXXXVII, Dp. 
1849) report that Loevenhart of the University of 
Wisconsin treated a numb:r of cases of arthritis 
with ortho-iodoxybenxoic acid with beneficial re- 
sults. ? ie! 


In addition to the articles summarized above, the 
following articles have been reviewed in the Jour- 
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nal of the American Medical Association, to which 
reviews the reader is referred:— 


Ashcroft, Cunningham, McMurray and Pemiber- 
ton reported in Brit. Med. Jour., for July 4, 1925, 
their investigations upon fifty cases of arthritis 
deformans with regard to gastric secretion, basal 
metabolism, acid-base ratio, renal and hepatic ef- 
ficiency, glucose tolerance and organisms. Ab- 
stracted in J. A. M. A., LXXXV, p. 471. 

Secliger, in Munich Medizin Wochen, Munich, : 
June 18, 1926, writes on relation betweeen trauma 
and arthritis. Abstr. J. A. M. A., LXXXVII, p. 714. 

Mayers and Schroeder, Surg. Gyn. & Obs.. 1926, 
p. 176. Abstr. J. A. M. A., LXXXVII, p. 1420. 

Higgins, London Practitioner, Sept., 1926; abstr. ° 
J. A..M. A. LXXXVII, p. 1687. 

Loeffler, Medizin. Klinik. Berlin, Sept. 17, 1926; 
abstr. J. A. M. A. LXXXVII, p. 1955. 

Sorensen, Ugeskritt, f. Laeger, Copenhagen, Aug., 
1926; abstr. J. A. M. A., LXXXVII. p. 1784. 

Besson and Whringer, Paris Medical, Oct. 30, 
1926; abstr. J. A. M. A., LXXXVII, p. 2130. 

Wahlberg, Munich. medizin wochen.. Munich, 
May 8, 1925; abstr. J. A. M. A., LXXXV, p. 158. 

Staunig, Wiener Klin. wochen. Vienna, May 21, 
1926; abstr. J. A. M. A. LXXXYV, p. 235. 

Douthwaite, Brit. Med. Jour. June 27. 
abstr. J. A. M. A. LXXXV. p. 390. ‘ 

Fuchs. Centrulblatt f. Chir.. Leipzig. 
1925; abstr. J. A. M. A. LXXXVI, p. 318. 

Taddei, Rif. Med., Naples, May 25, 1925; 
J. A. ME. A, LEARY, @ 782. 

Froelich, Paris Medical, July 18, 
J. A. M. A. LXXXV, p. 934. 

Oro, Ref. Med., Naples, June 15, 1925; 
J. A. M. A., p. 934. 

Krebs, Munich. medizin. wochen. Munich. 
14. 1925; abstr. J. A. M. A. LXXXV, p. 1013. 

Saethre, Norsk Mag. f Laegevid., Oslo, Sept., 
1925; abstr. J. A. M. A., LXXXV, p. 266. 

Maza. Rev. de Medicin y Chir. Caracas, 
31, 1925; abstr. J. A. M. A. LXXXV, p. 1435. 

Hellman, Zeit. f. Kinder.. Berlin, Sept. 28, 1925; 
abstr. J..A. M. A., LXXXV, pn. 1596. 

Smith, Brit. Med. Jour.. Oct. 10, 1925; abstr. 
J. A. M. A. LXXXV, p. 1673; uses am oil contain- 
ing 10 per cent guaiacol, 10 per cent iodin and 5 
per cent camphor. 

Singer, Medicin klin., Berlin. Oct. 19, 1925; abstr. 
J. A. M. A.. LXXXV, p. 1680. 

Gordon, Brit., Med. Jour., London, 
abstr. J. A. M. A. LXXXVI. p. 909. 

Lowy, Medizin. klinik., Berlin. Feb. 19, 
abstr. J. A. M. A., LXXXVI. p. 1407. 

Cumberbatch and Robinson, Brit. Med. Jour., 
Apr. 3, 1926; abstr. J. A. M. A., LXXXVI, p. 1661. 

Trimold and Stoeber, Monat. f. Kinderh., Leip- 
zig, Mch., 1926; abstr. J. A. M. A. LXXXVI, p. 597. 

May, Bull. de la soc. Med. d. Hosp., Paris, Jan. 
22, 1926; abstr. J. A. M. A., LXXXVI. p. 1100. 

Richdorf and Griffith, Am. Jour. Dis. Ch., Feb., 
1926; abstr. J. A. M. A. LXXXVI, p. 1243. 


CLASSIIFCATION AND DIAGNOSIS 
(Edgar H. Brown, M. D.) 

There are probably no questions that per- 
plex the physician as much or that has as 
many different opinions in revard to it, as 
does that of arthritis. At the beginning 
of a study of an arthritis case, we should 
forget all of any preconceived ideas as to 
focal infection, basal metabolism or endo- 
crinology. It is of course essential that we 
be familiar with the facts in regard to 
these matters, but this consideration should 
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be taken up at the close of our study of a 
case and not at the beginning. 

Physical examination is second in import- 
ance to history taking in reaching the right 
basis for classification of arthritis. The 
taking of the family history with special 
reference to arthritis diatheses should first 
be made. It may be one can thus obtain 
a description of the visible joint lesions the 
patient’s ancestors may have been afflicted 
with or the patient may recall that some 
member of his family had a limp or com- 
plained of stiffness or had suffered from 
lumbago, sciatica or other conditions that 
would be suggestive of arthritis. 

Those observations will be valuable when 
put together with the personal history and 
physical examination of the patient. A 
background of this sort is very suggestive 
when obtainable, because hereditary trans- 
mission in one type of arthritis seems ex- 
tremely common. It is not that the 
arthritis is inherited, but that there is a 
tendency toward this particular disease; 
any information giving the location of the 
arthritic lesions in former members of the 
patient’s family and their age at time of 
such lesions is of importance. 

After the family history attention is di- 


rected to the patient’s present illness and 


previous diseases. Remember that there 
are many things of importance that a sick 
person will think not worthy of mention. 
Clinically, the toxic types of arthritis act 
the same as all inflammatory affairs and 
from an etiologic standpoint should be 
traceable back to a toxic origin, but it is 
not always possible to demonstrate con- 
clusive evidences of a focal infection. Many 
such infections take place after the primary 
foci are cleaned up and this makes it diffi- 
cult to place the responsibility; latent sinus 
infections, buried tonsils, mastoids, appen- 
dix, gall bladder, pus tubes, seminal vesicle, 
bone infections, stasis and fermentation of 
the gastro intestinal tract, typhoid, influ- 
enza, vegetative endocarditis and pneu- 
monia, should be considered. 

Hypertrophic osteeo-arthritis is favored 
by a tardy elimination of body waste and 
trauma. This condition in the male I have 
found more often in the spine and hips, 
while in the female in the knees and phal- 
angeal joints. The majority of these cases 
_ could be traced to occupational trauma. Age 
seems to have been a factor as most cases 
have been beyond middle life; their habits 
were a little more sedentary and the 
amount of food ingested was the same as 
taken during the more active period. The 
stimulation of the excretory functions helps 
in controlling the symptoms complained of. 


29. 


The atrophic type of osteo-arthritis is 
found more in the earlier half of life and 
is confined more to the female than the 
male and we are liable to get a history of 
some nervous disorder. Frequent child 
bearing appears to create a tendency to- 
ward this variety of arthritis. The patients 
have a lowered nervous stability and are 
not able to meet the general wear and tear 
of life as they should. In taking their his- 
troy the following data will be found help- 
ful in arriving at a diagnosis. The manner 
of onset, clinical course, duration and asso- 
ciated conditions of health, history of in- 
jury, emotional excitement, temperament 
and occupation. 

In those cases where the joint changes 
are apparent as those of the terminal phal- 
anges first impressions are practically suf- 
ficient to enable one to determine the type 
of arthritis one is dealing with. As we 
know that these joints aré rarely involved 
with any other type than hypertrophic and 
their appearance is very characteristic. 

As we go upwards, leaving the terminal 
finger joints, our diagnosis is between 
toxic origin and nutritional (atrophic) dis- 
turbances. The atrophic lesions are sel- 
dom confined to the smaller joints, so that 
the diagnostic problem, except in cases 
where the smaller articulations are first to 
be involved, is not a very complicated one. 
When the larger joints are first to become 
involved and particularly when confined to 
a single joint, the diagnosis is between the 
infection and metabolic types (hypertro- 
phic) as the nutritional, i. e. atrophic arthri- 
tis, never occurs as monarticular as far as 
I know. 

Distribution of lesions has some diagnos- 
tic significance, and even when a case is 
seen late after extensive involvement has 
taken place, it is well worth while to go 
minutely into the history of the various 
joints concerned. In certain of the nutri- 
tional disturbances there is a tendency for 
them to appear symmetrically on the two 
sides of the body. 

The age of the patient at the time of the 
évidence of joint lesions is suggestive. Hy- 
pertrophic disturbances seldom occur be- 
fore forty-five and are practically well es- 
tablished by the age of sixty, while the 
toxic cases are more common from 30 to 45 
with a few appearing in childhood (Still's 
disease) and in advanced senility. To the 
early adult period we look for the begin- 
ning of the majority of the nutritional 
(atrophic) cases. 

The general health of the hypertrophic 
types is not much affected as the patients 
are not ill; but in the toxic cases the gen- 
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eral health is involved to a greater or less 


Deformity, exclusive of swelling, is 
caused by contractures, osseous erosions, 
cartilaginous atrophy, and proliferative 
spur formation, so placed as to form a me- 
chanical block. It is only in the toxic cases 
that muscular spasm operates permanently 
to produce flexion deformity. Proliferative 
spur formation is caused by the metabolic 
type, while the atrophic variety causes in- 
terosseous atrophy and atrophy of the 
cartilage. 

By palpation we attempt to determine the 
surface temperature, character of the swell- 
ing, the cause of deformity or limitation of 
motion. 

In the hypertrophic type the enlarge- 
ments are almost entirely osseous and rare- 
ly is there an excess amount of fluid or cap- 
sular thickening found, and the atrophy 
above or below the joint is less than in the 
toxic patient. 

The atrophic cases in the early stages 
show some increase in surface temperature 
and capsular thickening, but later this gives 
way to a marked atrophy of all structures 
entering into the make-up of the joint, as 
well as atrophy of the skin. ; 

The ankylosis of the atrophic cases is 
caused by a thinning and erosion of the 
joint cartilages. In all three processes, i. e. 
the toxic, atrophic and hypertrophic, the ob- 
jective signs are what one would naturally 
expect from the nature of the underlying 
pathology. 

While the systemic examination reveals 
clinical differences in the types, so will dif- 
ferent pathologic characteristics be shown 
by the x-ray. 

Many arthritic patients are not easy to 
classify, and this fact alone should make us 
all the more careful in our diagnostic pro- 
cedures. 





EL PASO MASONIC HOSPITAL STAFF 
Sept. 9, 1926. 

Discussion topics for the evening were Eosino- 
philic Leukemia, and Diverticulosis. Charts for 
consideration were taken from files of patients dis- 
charged during the month of August. 

DR. J. H. GAMBRELL presented the first case, 
diagnosis being pyloric obstruction, carcinomatous, 
with diverticulosis found at .autopsy. The patient 
is a ‘small, emaciated, cachectic-appearing man, 
with almost the typical bronzed look of a patient 
suffering from carcinoma. He is 80 years of age; 
family history negativ2 for hereditary diseases. 
Patient gives an unsatisfactory history, saying only 
that he has been well all his life except for indi- 
gestion, which, he states, he has had all his life. 

Complaint: Inability to retain food, indigestion, 
takes only a small quantity of food which is re- 
tained for a period varying from a few minutes to 
six hours, and then is vomited. He has noticed a 
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lump in his abdomen for about six months. Prior 
to ten days ago patient noticed a sensation as if 
fluid or food were passing by an obstruction at 
about this point. He has been subject to consti- 
pation, for a great many years, but more marked 
in the last year. Is an habitual user of mineral 
oil and Black Draught and other patent medicines. 
Patient has not complained of pain, but says he 
has felt “clogged up” and it is for this condition 
that he takes purgativ-s constantly. About seven 
or eight days ago the gross character of the vom- 
itus was very dark, almost black. An enema re- 
sulted in the same character of material. Patient 
thinks he has lost some weight, but not much, dur- 
ing the past year. He has noticed some diffi- 
culty, at times only, of starting the flow of urine, 
but has never been unable to void. 

Physical: Teeth in bad condition, some evidence 
of chronic pharyngitis. A few coarse rales in the 
chest. No sounds indicative of valve leaks; gen- 
eral muscular tone of the heart is somewhat la- 
bored, S. B. P., 140; D. B. P., 100;.P. P.. 40; 
pulse, regular, 80. No distention of the abdomen, 
no rigidity; musculature rather flabby. There is 
a small round tumor lying in the subcutaneous tis- 
sue about one inch above the umbilicus, slightly 
to the right of the median line, which has the 
markings of a lipoma. There is an abdominal tu- 
mor lying within the abdomen, about three-quar- 
ters of an inch to the right of the midline, on a 
level with the uppar line of the umbilicus, which 
can be seen through, the thin abdominal wall. On 
palpation this tumor is found to be nodular, firm 
in consistency, and appears to be about 24% inches 
long by 1% inches in breadth. It is apparently 
a tumor involving the pylorus of the stomach and 
is rather fixed in this position. Little or no pain 
on palpation. Liver is enlarged, extending about 
three finger breadths below the costal margin. 
Prostate iis enlarged about twice its normal size, 
very firm and has a feel not unlike carcinoma. 
No enlargements of superficial lymph glands. 
Musculature rather flabby. Marked diminution of 
patella reflexes. Pupillary r:flexes normal, pa- 
tient has a cloudiness indicating early stage of 
senile cataract in both eyes. 

Diagnosis: Complete occlusion of pylorus, (veri- 
ficd by x-ray), carcinomatous. 

Operation: Under ethylene anesthesia, incision 
was made in the midline, starting about two inches 
below the ensiform cartilage and extending half 
an inch below the umbilicus, going around the um- 
bilicus to the left. Inspection revealed an ex- 
tensive carcinomatous involvement, the whole py- 
loric end of the stomach being involved. There 
were plastic adhesions around the pylorus, to 
various loops of small intsstine. No tissue was 
removed. A gastrojejunostomy, posterior, - was 
done, and the abdomen closed. No drainage was 
instituted. The patient left the table in fair post- 
operative condition. While on the table attempt 
was made to give intravenous injection, but blood 
clotted in the needle, and veins collapsed, and 
this proved impossible. 

Progress: Glucose was administered by rec- 
tum, patient did not vomit but onc> in 24 hours 
following operation; proctoclysis not retained; pa- 
tient gradually grew weaker and exp'‘red the third 
day. 

Autopsy was held, the following being the re- 


“Partial autopsy done by DR. GEORGE TUR- 
NER, case of Dr. Gambrell: 

“The lower margin of the liver was found to be 
about 10 centimeters below the ribs The fundus 
of the gall bladder was level with the crest of the 
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ilium. Gall-bladder large, distended with greenish 
colored bile, and hour-glass in type. 

“Stomach: There is a hard mass involving the 
pylorus and stomach wall for a distance of 15 or 
20 centimeters. The remaining abdominal struc- 
tures were in normal position, mesenteric glands 
large and easily palpable. The stomach is dilated 
and sacular. The pylours is completely closed due 
to thickening and constriction of the structures by 
carcinoma. The stomach wall is thickened, hard 
and carcinomatous, throughout all the pyloric end. 
The enterostomy was in good condition on the 
posterior wall. 

“Liver: Is rather firm and infiltrated with scat- 
tered carcinomatous metastases. 

“Colon: The transverse, descending colon and 
sigmo:d present numerous diverticuli. This condi- 
tion has nothing to do with the cancer. It is, how- 
ever, unusual to see such a large number of di- 
verticuli (about 150) due to congenital deficiency 
in the musculature of the colon, resulting in 
herniation. 

“Anatomical diagnosis: (1) Carcinoma; carcinoma 
of stomach with complete obstruction of pylorus; 
(2) métastases in liver and surrounding lymphat- 
ics; (3) multiple divarticuli of colon.” ; 

DR. GMBRELL: I want to say in the beginning 
that this case was not operated for carcinoma of 
the stomach, but to prevent the patient from starv- 
ing to death, because of the complete occlusion of 
the pylorus. The diverticulosis was not found 
until autopsy was done. 

Fluoroscopic pictures were shown. Dr. George 
Turner, hospital pathologist, made a drawing, 
showing the coats of the colon, and demonstrat- 
ing that diverticuli occurred when the muscle 
bundles are absent, with consequent weakness in 
the bowel at that point, with resulting herniation. 
The specimen was shown and examined. 

Discussion brought out the fact that probably a 
lot of “left-sided appendicitis” is really diverticulo- 
sis. Symptoms are the same as of appendicitis, 
except for the location of the pain. Sometimes 
these pockets become occluded, perforate, and 
peritonitis follows. We believe these cases to be 
rars. Johns Hopkins autopsy reports in 2500 cases 
show only 17 cases of diverticulosis. 


DR. E. J. CUMMINS reported the following case, 
diverticulitis being discovered at the time of op- 
eration. 

Patient is a woman about 50 years of age, well 
preserved; father died of pneumonia, and mother 
died of intestinal obstruction. 

Complaint: Pain in the lower abdomen, gas on 
the stomach, diarrhea. 

Onset and course: On May 14th, after taking 
some cathartic medicine, patient’s bowels began 
to run off. They moved several times both day 
and night for several days. Associated with this 
diarrhea was considerable pain in the lower ab- 
domen; patient was unable to state whether the 
pain was in the rectum or lower abdomen. She 
states that the pain is worse when her bowe!s 
move. No blood or mucus passed. The diarrhea 
soon stopped but her pain continued. A day or 
two after the onset of her diarrhea, she com- 
menced to run a temperature ranging from 99 to 
101. She has had indigestion and sour stomach 
for years, associated with nausea. Some foods 
do not agree with her. The stomach feels better 
when it is full. Eating sometimes relieves her. 
She has passed some blood from the bowels for 
over a period of 13 years, is ordinarily constipated. 
When a girl she had several hemorrhages appar- 
ently from one of her kidnays; about 13 years ago, 
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after the birth of her last baby, she had acute 
nephritis. Several years ago she had a spell of 
colicky pain, the pain localizing in the right kid- 
ney region; diagnosis not made at that time. On 
the 5th of last November, she was referred to Dr. 
Garratt for examination of the gastrointestinal 
tract, ameba histolytica found. Treatment was 
taken and the last stool examination did not re- 
veal any of these organisms. She has had erysipe- 
las twice, both times on the face and head; mus- 
cular rheumatism at tims:s; tonsillitis years ago. 
Seven years ago she had a perineorrhaphy and 
some cysts removed from the cervix. She is the 
mother of six children and passed the menopause 
four years ago after application of radium. 

Physical: Rather pale woman who looks sick; 
fairly well nourished. Temperature, 99; pulse, 80; 
resp., 20; blood pressure, 138-90. Abdomen: No 
tumor mass:s felt anywhere in the abdominal cav- 
ity; some tenderness over the lower abdomen, 
more marked over the gall bladder. Vaginal. Cer- 
vix in normal position; uterus normal in size and 
position. The adnexa on the right sida seems to 
be normal. There is a small hard mass behind 
the uterus and another to the left, which appar- 
ently is in the broad ligament. These masses are 
very tender. Bimanual examination causes the 
patient to cry with pain. No vaginal discharge. 
Proctoscope reveals no pathology of the rectum. 
Blood pressure and urinalyses, many examinations, 
reveal no abnormaiities. 

Diagnosis: Cholacystitis, salpingitis, probably fi- 
broids. Blood count, 6;850 leukocytes, 63 polys., 
hemoglobin, 90 per cent. 

Operation : Incision was made in the median 
line between the navel and the symphysis. The 
uterus was drawn into the wound and found to be 
normal in size, shape and consistency. It con- 
tained no fibroid. The tubes and ovaries were 
found to be normal. A mass was felt low down in 
the pelvis and when delivered into tho field of op 
eration was found to be the sigmoid. The mass 
was about four inches long, quite indurated and 
seemed to involve the entirs circumference of the 
sigmoid. The appendices epiploicae, about six or 
eight in number, projected from the sigmoid, and 
they were firm, acutely inflamed, two or three be 
ing the seat of hemorrhage in the tips, the tips 
being gangrenous. The peritoneal coat of the 
sigmoid was acutely inflamed. There did not 
sgem to be any circular constriction of the bowel. 
There were palpable lymph nodes in the mesentery 
of the sigmoid. There was no evidence of metas- 
tasis. The appendix was the seat of a chronic 
fibrosis; the lumen was practically obliterated 
throughout its entire length. There was a tab of 
fat in the mesoappendix which resembled the ap- 
pendices epiploicae of the sigmoid. The gall blad- 
der was normal to palpation. The appendix was 
removed. Two of the appendices epiploicae were 
removed for examination. The wound was closed 
without drain. 

Patient made an wneventful recovery, leaving the 
hospital in good condition on the sixteenth day. 

DR. CUMMINS: This diagnosis was not made 
until operation, and is discussed tonight to show 
how important it is to do everything before diag- 
nosis is pronounced final. This patient was giv- 
en a barium meal, and fluoroscopic pictures made, 
but no plates. When I first picked up the sigmoid 
and found this inflamed peculiar condition, it 
flashed through my mind that this was a case of 
carcinoma of the sigmoid, but could not account 
for the acute inflammation. Further examination 
disclosed that it was diverticulitis. Debate arose 
in my mind about the procedure to follow surgical- 

































































32 


ly. My better judgment said “do nothing.” Pic- 
tures made about a month after operation showed 
the barium, after it entered the rectum, shoot past 
as it always does when passing an inflamed area 
in the intestines. X-ray, 48 hours later, proved 
that the patient had multiple diverticulitis of the 
sigmoid. After reading all the literature I could 
find on this subject, this is the first case I find 
reported in which the symptoms were not of left- 
sided appendicitis, but apparently pelvic in origin. 
This proves one thing. Gastrointestinal examina- 
tions without pictures do not reveal the entire 
pathology. I should have suspected diverticulitis, 
I probably shall next time. 

As to what to do in these cases, most authorities 
agree that the proper thing in sigmoid diverticulo- 
sis is to leave them alone, not to try to do any- 
thing during acute stage because of the high mor- 
tality. Leave them alone anyway unless the pa- 
tient is having a lot of trouble. Sometimes re- 
section of the bowel is nec:ssary or the diverticu- 
lum sometimes can be removed just as one re 
moves an appendix. The mortality is very high 
and the advice is to leave them alone, keep the 
bowels open, give the patient bismuth enemas to 
keep the pockets full. Cancer occurs in a large 
percentage of these cases, and is one argument 
for radical operation. The next is perforation with 
abscess, and then iit becomes a question of drain- 
ing like any other abdominal abscess. This was 
an interesting case and I have learned a lot from 
it. Since the operation the temperature has sub- 
sided, the patient has had no return of the spells 
with her side, and no acute exacerbation of symp- 
toms. 


DR. CASELLAS: I wish to make a plea for the 
roentgenologist. The patient often comes with 
the plea of not having enough money to go through 
the whole amount of work the rosntgenologist 
deems necessary, and specifies what work he can 
afford. I beg that the doctors tell the roentgenolo- 
gist the patient’s financial condition, and ask him 
to make his fee as conservative as possible, but 
not to limit the amount of work necessary for 
correct diagnosis. Especially I ask this in gastro- 
intestinal work, as fluoroscopic work alone, in 
these cases, is not entirely satisfactory. 

DR. GAMBRELL: I am just wondering whether, 
in gastro-intestinal examination, we do not all stop 
too soon. The usual gastro-intestinal study ends 
in the study of the filled colon. In my opinion, 
gastro-intestinal study should continue until the 
entire tract is absolutely clear. Somatimes 96 
hours is required, but the lower bowel should be 
empty. 

DR. HARTMAN, Dean of Medical Department of 
Texas University: I have nothing to add to what 
has already been said, except that, judging from 
my experience in postmortem work, these cases 
are quite rare. I have been particularly interest- 
ed in the acute inflammatory changes that Dr. 
Cummins told about. In the three cases I have 
seen out of 150 autopsies, none showed acute in- 
flammatory changes. The ones that I saw showed 
a chronic condition, with a much larger number 
of diverticuli, but no acute inflammation. The 
condition, as so well described by you gentlemen, 
is what we have reported on section there, the ab- 
sence of the muscular coat, not necessarily de- 
struction of muscular coat but separation of mus- 
cle bands. In one case we had, diverticuli were 
distinctly larger and the mucosa showed chronic 
catarrhal inflammation but no extention into the 
serous coat. 

DR. F. P. MILLER: My main experience has 
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been with Meckle’s diverticulum, in connection 
with appendicitis. In one case I overlooked 
Meckle’s. diverticulum and it was found Wy another 
surgeon. In regard to Dr. Cummins’ case, it is 
easy to see how bimanual examination in that 
case would make it impossible to make a diagno- 
sis between inflammatory condition of the ad- 
nexa and diverticulosis. I saw one case thought 
to be diverticulosis of the esophagus, patient hav- 
ing great difficulty in swallowing. This did not 
prove to be the trouble at all, but continuing to 
use barium, carcinoma of the stomach in the larg- 
er curvature, in early stage, was revealed. RKe- 
gurgitation was the only symptom. 

This ended the discussion of Dr. Cummins’ case. 

DR. GEORGE TURNER, pathologist at Masonic 
Hospital, presented a case of eosinophilic leukemia, 
as follows: 

The patient came to El Paso from Georgia after 
having had dyspnea and a diagnosis of asthma for 
eight years. He was a railroad conductor, 38 
years old. Early history is not of much conse- 
quence; claims to have had typhoid in early life, 
and influenza during the epidemic; other than this 
remembers nothing except asthma, which he has 
had at‘intervals or tha past eight years. At first 
he was given adrenalin and he did not have to 
stop work. Sometimes he would go for a period 
of weeks or months following administration of 
adrenalin without a repeating dose. Finally the 
attacks became more frequent and more severe. 
He was placed in a hospital for two weeks, lost 
weight but gradually got better and returned to 
work. 

This attack for which he entered the hospital in 
El Paso for diagnosis and treatment, began in Jan- 
uary, grew continuously worse, condition being 
worse than at any time since the onset of the 
disease. He soon developed a reaction from ad- 
renalin, and about two months before coming to 
El Paso he had been put on morphine for relief, 
was taking about two grains a day, and had lost 
about 30 pounds. Dyspnea continued; he got no 
relief except when under the influence of mor- 
phine. Pulse was 130; temperatura, 101; feet bad- 
ly swolien; pulse feeble as well as rapid. He 
was expectorating about ten ounces of sputum 
daily. 

Leukocyte count made in Georgia show:d 30,000 
and x-rays were made, the patient told that he 
had sinus trouble, and he was operated, no pus 
being found when they drained the ethmoids. It 
was then: decided that he had cholecystitis and 
he was prepared for gall-bladder operation, when 
doubt arose as to whether he could stand this 
operation, and the patient was sent west. 

When I first saw him I made a blood count, find- 
ing 33,050 leukocytes, with 74 per cent eosinophiles. 
I gave up the idea of the possibility of pus, and 
thought perhaps he had trichinosis, although he 
gave no history of such infection. No sudden on- 
set, no acute pain, muscles not sore, no tender- 
ness of muscles; stool examination showed noth- 
ing. I then decided it was a primary blood ex- 
cursion. I had never.seen such a percentage of 
eosinophiles. There is sometimes a mild eosino- 
philia in bronchial asthma, but no such count as 
that, never showing 74 per cent. In Anderson 
and Boston’s book on diagnosis, I found several 
cases on record called “cosinophilic leukemia,” 
the count running about like this one, with dysp- 
nea, signs of advanced heart disease, with no 
evidence of nephritis, blood chemistry normal. 
The condition described as loukemia showed 
eosinophiles running as high as 80 and 90, vary- 
ing mostly from 40 to 85 per cent. 
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It was a question what to do with this patient. 
He was on morphine, taking about two grains a 
day, had been told that- he was going to die, and 
had made all his arrangements to that effect. He 
could not lie down to sleep, had considerable pain 
in his long bones, and painful swelling in his 
feet, except when under the influence of mor- 
phine. I began to treat him for leukemia. Began 
to treat him with x-ray, digitalis and Fowler’s so- 
lution.. That night he lay down a part of the night 
for the first tims in five months. The next night 
he lay down most of the night. An interesting 
thing from the standpoint of the pathologist is 
that, following the x-ray treatments, the leukocyte 
count first dropped considerably and later went 
up. Clinically he grew batter. After the second 
x-ray, leucocyte count went to 55,800, eosinophiles 
80 per cent. This condition is like leukemia, in 
that there is increase in white cells without inflam- 
matory cause, and th3 cells vary as much as 
8,000 to 10,000 in 24 hours. It differs from leu- 
kemia in that the cells were well formed, there 
being no half developed calls. X-ray dosage was 
increas:d one and one-half per cent, and applied 
to the chest and long bones. Following this the 
leukocyte count dropped and the clinical symp- 
toms continued to improve. He was kept in the 
hospital a week after the swelling subsided, and 
after he was entirely off of morphine. He had 
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gained some weight, and is now gaining about 
five or six pounds a week. I cannot help but think 
he will have a recurrent attack, but we are hop 
ing he will remain in an interval, if this is 
leukemia at all. It seems from the blood find- 
ings and from the clinical signs that he has the 
condition described by Anderson and Boston. 

Laboratory reports: Sputum: tenacious, grayish 
white, tubercle bacilli not demonstrable. Negative 
for blood; few diplococci, few catarrhalis, few 
staphylococci. Blood Wassermann negative; 
blood urea 32 mg. per 100 c.c. The last count 
made, Sept. 15, 1926, showed white cells, 7800; 
eosinophiles, 14. 

X-ray of ch:st: Diaphragmatic excursion is Jim- 
ited to adhesions on each side. The hiluses are 
thickened considerably, and contain calcified 
glands. The bronchi show marked peribronchial 
thickening. A _ scarry interstitial infiltration is 
continuous from the hilus area on each side into 
the lung field. This condition is more marked on 
the right side, where it extends to the outer third 
of the lung. 


The following members of the Staff were pres- 
ent: Drs. Gambrell, Rawlings, Barrett, Miller, Saf- 
ford, Casellas, Molloy, Nixon, Barnes, Strong and 
Cummins. 





A CASE OF STATUS LYMPHATICUS 


J. A. RAWLINGS, M. D. 
EL PASO, TEXAS 


Infant, Henry N., aged nineteen months. 
Parents both living and healthy; one other 
child living, aged five years. One brother 
died at eleven months, of enterccolitis. 
This child was breast-fed up to four 
months, then with cows’ milk supplement- 
ing. Had no serious illmess previously. 
Spent the early part of summer in the 
mountains. While there, had a severe at- 
tack of tonsillitis and was brought home, 
July 29th, with postcervical glands enlarged 
on both sides, especially on right; also other 
glands of body were enlarged. Child ran 
a septic temperature for ten days or more 
and then the postcervical gland on right 
side pointed, and was opened. It drained 
for a week or more, then closed up and 
had to be opened again. This drained about 
ten days and healed permanently, and the 
child apparently made a good recovery. I 
did not hear from him again until about 
8 p. m., of January 14th, when the mother 
telephoned that the child had a cough and 
temperature of 102°. Advice was given, 
and neither the mother nor I deemed it nec- 
essary to see him until the following morn- 
ing. 

I called at 8 a. m. When seen this time, 
the child was breathing hard and chest 


Read before the El Paso County Medical Society. 


showed bronchial rales, with red throat; 
temperature, 102°; respiration, 30; pulse, 
140. 


A diagnosis of influenza with laryngitis 
and bronchitis was made. The child was 
not in very great distress at this time. 
Tincture benzoin compound steaming was 
ordered and appropriate treatment for the 
disease was started. It might be said 
that a severe epidemic of influenza was just 
starting in the city at this time. 

Just before noon the mother telenhoned 
that the child was having more difficulty 
in breathing; however, he was not seen 
again until about 2 p.m. At this time he 
was showing signs of exhaustion and was 
cyanotic, with marked signs of laryngeal 
stenosis with inspiratory dyspnea. Respira- 
tion was 40, pulse, 160, and temperature, 
102. The picture had changed markedly 
for the worse since morning and the child 
looked as though he could not live more 
than an hour or two longer. Owing to the 
laryngeal stridor, I believed I was dealing 
with a laryngeal diphtheria, so I telephoned 
at once to Dr. Leigh to come and bring 
some antitoxin, and to Dr. Schuster to come 
prepared to intubate. 

Dr. Leigh arrived first with the anti- 








| 
| 
| 
i 
| 
{ 
{ 
{ 
\ 
| 
| 


1 
q 
i 
} 
ll 











34 


toxin. He concurred in my diagnosis, so 
we opened the antitoxin ready to give, in- 
tending to give it intravenously. But first 
we' did a desensitizing test with the anti- 
toxin, which was negative. A 20 c. c. unit 
package was transferred to another more 
suitable syringe; the mother was instructed 
to hold the child, as I held the head in ex- 
tension while Dr. Leigh was to give the 
antitoxin into the external jugular vein. 
Dr. Leigh entered the vein and was just 
starting to inject, when the child suddenly 
expired, with scarcely a struggle, and be- 
fore the antitoxin had entered the vein. 


Dr. Schuster arrived at this time and im- 
mediately introduced a tube into the tra- 
chea; we also started artificial respiration 
and gave adrenalin into the heart, but the 
heart had already ceased to act, so we had 
no response to anything. 


Death no doubt was quickened by the 
slight struggle over the insertion of the 
needle, in the effort to give the antitoxin, 
but I am sure death would have followed 
soon, in any event. We were at a loss to 
account for the sudden death except upon 
the hypothesis of status lymphaticus, so 
asked for, and obtained, a postmortem. 
Briefly, the findings were as follows: 


“On opening the chest, both pleural cavi- 
ties were free of fluid and adhesions. 
Lungs were air-containing; left was some- 
what collapsed. The thymus covered the 
whole upper anterior part of the chest and 
extended well down onto the heart. It 
measured 12 by 7.5 cm. and weighed thirty- 
seven grams. The average weight of the 
thymus gland is six to seven grams at 
birth; and from birth to five years, three 
to four grams, and any weight over ten 
grams may be considered abnormal. The 
heart seemed rather large but contained no 
gross lesions. Larynx and upper part of 
the trachea were removed. Trachea was 
free. The lymphoid tissue at the base of 
the tongue was prominent, though not more 
so than has been seen at many other times. 
The epiglottis with the tissue below it, on 
the posterior side of the larynx, was so 
badly swollen that the opening in the epi- 
glottis was completely closed. On opening 
the larynx, the vocal cords could hardly 
be seen and there was a large amount of 
soft, flabby tissue above the cords that con- 
nected with the epiglottis and helped oc- 
clude the cavity. The question is whether 
the opening between the cords was occluded 
before the epiglottis swelled.” 


Death evidently was due to 
lymphaticus. 


status 
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EL PASO COUNTY NEWS 


The El Paso County Medical Society elected the 
following officers for 1927, at their annual meet- 
ing on Monday, Dec 20th: 

E. B. Rogers, President. 

W. R. Jamieson, Vice-President. 

P. R. Casellas, Secretary-Treasurer. 

E. C. Premtiss, Society’s Representative of 
Southwestern Section of American Association for 
the Advancement of Science. 

F. D. Garrett, Censor. 

J. A. Rawlings and Branch Craig, Milk Commit- 
tee. 

Orville Egbert, Associate Editor of Southwestern 
Medicine. 

Jacob Rogde, Surgeon to the local A. S. & R. 
Smelter, was elected to membership of the County 
Society. 

DRS. CATHCART & MASON, local roentgenolo- 
gists, are enlarging their suite and adding new 
equipment to their already elaborate plant. 

DR. G. N. THOMAS has accepted a position with 
the Madera Lumber Company, at Madera, Chi- 
huahua. 

DR. O. E. BROWN, local surgeon of Southern 
Pacific, Tucumcari, New Mexico, was a _ profes- 
sional visitor in El Paso December 24th. 

DR. F. B. EVANS, of Tucumcari, vice president 
of Medical and Surgical Association of the South- 
west, was in El Paso on professional business 
December 24th. 

DR. W. J. DAVIS sailed from New York in Dec- 
ember for Vienna, where he will do special study 
in eye, ear, nose and throat. 

DRS. W. E. VANDEVERE and W. E. JOHNSON 
have left El Paso to enter a clinic group in Santa 
Barbara, Calif. 

DR. FELIX P. MILLER will present a paper be- 
fore the Sectional Meeting for Oklahoma, Texas 
and New Mexico of American College of Surgeons, 
meeting in Tulsa, Oklahoma, January 28 and 29. 

DR. SCURRY L. TERRELL will leave early in 
January for a cruise down the South American 
Coast and crossing the South Atlantic to tour 
Africa. He will be gone about four months. 





CHAVES COUNTY, N. M. NEWS 


Several of the ROSWELL, N. M., DOCTORS 
spent the open hunting season in adjoining moun- 
tains, but if any of them got anything more than 
a bad cold, it has not been made known. (Note:— 
Yes, Dr. Bruce Connor, a dentist of Roswell “got’’ 
one of his ears shot off by a Navajo Indian.) 

MISS FANNIE YATER, daughter of DR. C. M. 
YATER, of Roswell, N. M., will leave in a few 
days for a year in a Conservatory of Music, at 
Fort Worth, Tex. 

DRS. JOYNER, INGALLS, BEESON, BRADLEY, 
HORWITZ and YATER, of Roswell, N. M., attend- 
ed the meeting of the Pecos Valley Medical Asso- 
ciation, at Carlsbad, on October 28th, Drs. Beeson 
and Joyner remaining over to explore the Carlsbad 
Caverns on the 29th, the others returning home. 

DR. C. M. YATER, of Roswell, was the victim 
of an accident several weeks ago that necessitated 
his going on crutches several weeks, on account 
of injury to ome foot and knee, caused oy a fall. 
He is up and about now, having discarded his 
crutches. 
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t. Joseph’s Hospital 





Phoenix, Arizona 


Accredited Class A General Hospital of 125 beds. 


Open Staff Organization 
with Resident House Physician 


SURGICAL :—The Surgical Department consists of three major and 
two specialist operating rooms, with anesthetic and all accessory rooms. 
It is completely equipped with every surgical convenience; nitrous oxide 
and ethylene gas apparatus. 


OBSTETRICAL:—The Obstetrical Department is in the Annex, 
and has its own operating and delivery rooms, with all accessory equip- 
ment for any type of emergency obstetrical work. 


LABORATORY :—Under direction of a competent pathologist; im- 
mediate frozen sections and diagnosis, when desired. All blood, serolog- 
ical and chemical examinations promptly performed by competent tech- 
nicians under direct supervision of the pathologist. 


X-RAY AND RADIUM:—Fluoroscopic and radiographic work by 
competent radiologist. Urological department adjacent to x-ray room 
for prompt pyelographic work. High voltage x-ray equipment for pre- 
operative and post-operative therapy. Radium available for cases re- 
quiring this treatment. 


BASAL METABOLISM :—This work is in charge of a competent 
metabolist and can be done at bedside or in metabolism room. 


DIETARY :—A trained dietician working in conjunction with the 
clinical laboratory makes possible the accurate study of patients whose 
diets need to be adjusted, particularly diabetics who require the deter- 
mination of carbohydrate tolerance and insulin requirements. 


In Charge of 


SISTERS OF MERCY 
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AFTER TEN YEARS 

With this’ issue, SOUTHWESTERN 
MEDICINE starts its eleventh year of pub- 
lication. In 1917, the Arizona Medical Jour- 
nal and the New Mexico Medical Journal, 
with the El] Paso County Medical Bulletin, 
merged and Southwestern Medicine was 
established. During the war period it was 
kept alive by the devoted attention of the 
medical profession of E] Paso. In 1922 the 
present editorial management took charge, 
and with the loyal support of many mem- 
bers of the profession in the southwest, a 
firm foundation was laid for our official 
journal. Two years ago, satisfactory ar- 
rangements were made with our present 
publishers, and at the beginning of this 
year, SOUTHWESTERN MEDICINE en- 
larges its reading columns to forty pages. 
We now have a loyal and enthusiastic edi- 
torial staff and the journal receives favor- 
able comment wherever it goes. 


We ask from our readers, during the 
coming year, cooperation in the form of 
reports of cases, personal news or informa- 
tion of interest to the medical profession. 


No one connected with the editorial staff 
receives any payment for the services ren- 
dered, including long hours of work which 
might be spent much more pleasantly in re- 
creation. Certainly, if the editorial staff 
are willing to give up this time and energy, 
not for their own benefit, but for the pro- 
fession of the southwest, that profession 
should reciprocate by the cooperation which 
we ask. 


ARIZONA STATE MEDICAL ‘ASSOCIA- 
TION 


The dates for the next annual meeting, 
which is to be held in Yuma, Ariz., have 
been set for April 21, 22 and 23, 1927. The 
Yuma County Medical Society will be the 
hosts for this meeting and are already 
planning the preparations for staging the 
convention and eerie the delegates 
and visitors. 

The headquarters will be at the Hotel 
Del-Ming, the fine new hotel recently com- 
pleted and opened to the public. This ho- 
tel has seventy rooms and those who plan 
to attend the meeting should not delay too 
long making reservations for accommoda- 
tions. 

Dr. Charles S. Vivian, president-elect of 
the Association, has been made Chairman 
of the General Program Committee, to ar- 
range for the papers and other features of 
the scientific program. It is Dr. Vivian’s 
desire that all members who intend to pre- 
sent papers notify him at once and plan to 
submit a synopsis of the paper for publica- 
tion in the March issue of SOUTHWEST- 
ERN MEDICINE. Dr. Vivian will work in 
conjunction with the local committee from 
the Yuma County Society in arranging spe- 
cial features of the program. 

The secretary of the Association, Dr. D. 
F. Harbridge, announces that the annual 
dues are now payable, and all members 
should make payment through their respec- 
tive county secretaries. Dr. E. S. Miller, 
secretary of Coconino County Medical Soci- 
ety, is, as usual, the first secretary to make 
his returns to the Association, having al- 
ready sent in the dues for all members of 
that society for 1927. 
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HARRY HINKLE STARK 


(Submitted by the Committee on Necrology of 
the Medical & Surgical Association of the South- 
wes.t) 

After a long illness Dr. H. H. Stark, of 
FE] Paso, Texas, died Oct. 22, 1926, of pul- 
monary tuberculosis. 


He was born at Sullivan, Indiana, Nov.’ 


15, 1867, where he attended the public 
schools. In 1888, he graduated from the 
St. Louis College of Pharmacy, and for two 
years following was Professor of Pharma- 
cology in that institution. Later he grad- 
uated in medicine. 

In 1898, he located in El Paso and at 
once took an active part in the growing 
city as a citizen and physician. At that 
time he was practicing internal medicine 
and was the physician to many of our lead- 
ing families. During the building of the El 
Paso & Southwestern railroad from Bisbee 
to El Paso he was surgeon to the construc- 
tion forces. Later he was local - surgeon 
for that road in El Paso for a time. In 
1905, he went to Vienna for special study 
in eye, ear, nose and throat. While there 
he organized and was secretary of the 
American Medical Asosciation of Vienna. 
In 1907 he went to Prague for futher study 
and was assistant to Prof. Anton Elschnig 
in the Eye Clinic of the German Hospital. 
In 1908 he attended the Royal London 
Ophthalmic Hospital and later Mansfield 
Eye Hospital in London. These svecial 
studies occupied about three vears and laid 
well the foundation for his future success, 
especially in diseases of the eve. 

He was a charter member of the El] Paso 
County Medical Societv, a member of the 
Texas Medical Association. American Medi- 
cal Association, the Tri-State Medical So- 
ciety, the American College of Surgeons 
and the American Ophthalmological Soci- 
ety. He was treasurer of the El Paso Red 
Cross during the War, and Captain in the 
Medical Corns, U. S. A. 

In 1914. Dr. Stark was married in New 
York to Mrs. Bertha Congdon Staurh, who 
survives him. He and his wife both came 
from revolutionary stock. He belonged to 
the Sons of the Revolution, and was a 
Rotarian. He was eye and ear surgeon to 
the old Southwestern and the Southern 
Pacific railroads. He was a member of the 
Board of Managers of Southwestern Medi- 
cine from its organization, and by his wise 
and helpful counsel enabled it to pass many 
trying times. 

Dr. Stark was an investigator of high 
rank in his chosen specialty, and made 
many contributions to the leading journals 
such as Journal A. M. A., American Jour. 
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of Ophthalmology, Archives of Ophthal- 
mology, Annals of Otology, Rhinology and 
Laryngology. His work on tuberculosis of 
the eye won for him a national and inter- 
national reputation. His important papers 
are too numerous to mention in detail. A 
few may be mentioned as showing the 
breadth of his work; “Report of Congeni- 
tal Tumor of the Eye of Doubtful Classifi- 
cation;” “Diagnosis of Chronic Intraocular 
Tuberculosis ;” “Ophthalmia Myasis Ex- 
terna Due to Larva of Oestrus Ovis;” “Re- 
trobulbar Neuritis Secondary to Disease of 
the Nasal Sinuses;’”’ “Twenty-five Cases of 
Vincent’s Angina Successfully Treated with 
Sodium Perborate”. (This work was done 
in connection with Dr. Henri Letord, the 
discoverer of the perborate treatment of 
Vincent’s angina); “Three Cases of Un- 
usual Vitreous Opacities.” He was always 
on the lookout for rare cases. He was 
among the first to report tularemia of the 
eye. He had a broad view of medicine and 
always looked to general causes for the 
local manifestations in his specialty. He 
had a well-balanced mind, keen insight into 
the problems that confronted him, a calm 
persistence in gathering facts, with the 
ability to see straight and draw sane con- 
clusions. Those who knew him best came 
to value his opinions most highly. He was 
an enthusiastic worker. He loved his city 
and his fellows. He often said that we had 
the richest field of which he knew in clin- 
ical and pathological material. He con- 
firmed the old adage that the promised 
land lies at your feet. He always had a 
word of encouragement for others and in- 
spired them to do good work and to in- 
vestigate. With characteristic modesty he 
said that the secret of his success was in 
keeping his office hours. We know that 
his success came from his love of science, 
his singleness of purpose, his persistence in 
solving difficult problems, ‘his honesty in 
all things, his faithfulness to his fellows, 
and from a well endowed mind. His life 
is well worth study for the many good les- 
sons that it teaches. In his death we have 
indeed suffered a great loss. ; 

The following personal tribute from Dr. 
Edward Jackson, of Denver, Colorado, is 
also included as part of this obituary re- 
port :— 

To build up a successful practice in medi- 
cine, to win the respect and confidence of 
the profession, to contribute papers of per- 
manent value in medical literature, consti- 
tutes no small achievement under any cir- 
cumstances. Dr. H. H. Stark did these 
things, in spite of the handicaps of poor 
health and the consequent necessity to live 
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far from the established centers of medical 
learning. The appreciation of his colleagues 
and their respect for his professional 
achievements and ethical conduct, was 
shown by his Fellowship in the American 
College of Surgeons and his election to the 
limited membership of the: American 
Ophthalmological Society. 


His industry and thoroughness in the 
study of cases, and his honest statement of 
what he observed, overcame the barrier of 
distance and brought appreciation for his 
work on its merits . His readiness to con- 
tribute all that he could to the success of 
the medical gatherings with which he was 
associated, made for him warm friends; and 
it somewhat overcame the obstacles to ad- 
vancement that his dignified reserve and 
avoidance of pushing himself forward 
might otherwise have been. All who knew 
him well learned that he was at all times 
a kindly, intelligent, earnest medical ad- 
visor, one for whose conduct the profession 
at large was more respected and more 
worthy of respect. Many are glad to join 
‘in an expression of appreciation for such a 
colleague and friend. Many will regret the 
loss in his early death; and those most 
keenly who had most opportunity to know 
the value of such a leader, advisor and 
friend. 





WILLIAM ROBERT LOCKETT 


(The following is the obituary report 
submitted by the Committee on Necrology 
of the Medical & Surgical Association of 
the Southwest.) 


Dr. William Lockett died at Carthage, 
New Mexico, on Nov. 28, 1924, aged 51. 
He was born at Knoxville, Tenn., on Oct. 
14, 1873. His preliminary education was 
obtained at the University of Tennessee in 
Knoxville. He attended the Jefferson Med- 
ical College of Philadelphia, from which he 
graduated in 1899. He served as interne at 
the Jefferson Hospital, and later on the 
staff of the Knoxville Hospital. He came 
to New Mexico in 1911, and located at 
Carthage, where he was the physician of 
the coal companies. He married Miss Ger- 
trude Alice Rook on Oct. 11, 1904. 


He was a member of the New Mexico 
Medical Society and the Medical & Surgical 
Association of the Southwest; also of the 
W. W. Keen Surgical Society and the Wm. 
S. Forbes Anatomical League at the Jeffer- 
son Medical College. He was a Mason and 


an Elk. He is survived by Mrs. Lockett 
and one son, William Robert, Jr. 
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MEMBERS NEW MEXICO MEDICAL 
SOCIETY: 


According to our by-laws, the annual 
dues for the year 1927 are now due and 
payable. 


When you see this in Southwestern Medi- 
cine do not lay it on the shelf to be looked 
after some other time. 


We are all prone to forget, and while for- 
getting, provided you do not forget too 
long, does not cost you anything, still it 
puts extra work on the secretary and extra 
expense on the society when direct notices 
have to be sent. 


I trust that every one will take this as 
a direct request to get in touch with the 
secretary of your county society at once 
and see that your dues are liquidated. 


To those who are members “At Large” 
send your check for the State dues, $5.00, 
direct to me. 


By doing this you obviate the necessity 
for personal requests. 
Please attend to it at once and oblige, 


C. M. YATER, Sec’y. 
Roswell, N. M. 





DIPHTHERIA IN NEW MEXICO 


Just as we go to press, the Bureau of 
Public Health of New Mexico reports to us 
the figures on “Seven Years of Diphtheria” 
in that state. During the five years from 
1920 to 1924, there was an average of 1010 
cases of diphtheria a year, in New Mexico, 
reported to the Bureau. In 1925, this inci- 
dence dropped to 231 cases, and in 1926 to 
208 cases. This remarkable drop is ascribed 
entirely to the use of toxin-antitoxin. 


Guadalupe County and Valencia County 
which had, respectively, 27 cases and 78 
cases a year during the five year period, 
were entirely free from diphtheria in 1926, 
neither county reporting a single case. In 
these two counties toxin-antitoxin has been 
used persistently, each annual new incre- 
ment of school children being vaccinated. 

In Arizona, very excellent reports have 
been made personally to the editor by Dr. 
Platt, of Graham County, who has prac- 
tically abolished diphtheria from’ the 
schools of which he is school physician. So 
noticeable has been the result of this vacin- 
nation, that the parents and school trus- 
tees are now importuning him to vaccinate 
the entire school population against scarlet 
fever, and, at last reports, he was just 
starting this work in some of the schools. 
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Whats the best prescription. ? 


he Gelatine ... plain, unflavored, uncolored and unsweetened Knox 
Sparkling Gelatine ... has now taken its place in medical prac- 


" tice as a valuable factor in infant feeding. 
al It has been P sia through chemical tests, and through the ex- 
a periences of eminent physicians and dietetic authorities, that 1 


of Knox Sparkling Gelatine dissolved and added to cow’s mi 
will largely prevent regurgitation, colic,diarrhea and malnutrition 
ty resulting from the excessive curdling of the casein by the enzyme 
rennin and the hydrochloric acid of the gastric juices. 


Furthermore, besides aiding the delicate infant organism to 
apes digest the casein and the fat of cow’s milk, it has also 

m proved that Knox Sparkling Gelatine increases the available 
nourishment of milk by about 23% —an important point, not 
only in infant feeding, but in the treating of underweight children 
and weakened adults. 


The approved method of adding gelatine to milk is as follows: 


“ Soak, for ten minutes, one level tablespoonful of Knox S$ ing Gela- 
1” tine in one-half cup of cold milk taken from the baby’s formula; cover 


ai while soaking; then place the cup in boiling water, stirring until gela- 
10 tine is fully dissolved; add this dissolved gelatine to the quart of cold 
milk or regular formula. 


7 NOTE: Knox Gelatine blends with all milk formulas. The protective col- 
al loidal and emulsifying action promotes digestion and absorption of the 


to milk nutrients. 
ed From raw material to finished product Knox Sparkling Gelatine is constantly 
o under chemical and baéteriological control, and in all its process of manufacture, 

= { és never touched by hand. 
78 
6, 
“7 SPARKLING 

‘ This Coupon —resiener 
GELATINE Zoupon Yor the labore 
ve “The Highest Quality for Health” etetic value of Knox 
ir. Sparkling 
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ENOX GELATINE LABORATORIES 

438 Knox Avenue, Johnstown, N. Y. 
Preaz i to receive, without resul 
of pan icboumety cones id Knox Spanking Geleduc, —~ 
future reports as they are issued. 
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ST. JOSEPH’S HOSPITAL (Phoenix) STAFF 
December, 1926, Meeting. 

The regular monthly staff miseting was held on 
December 13th, with thirty-eight members present. 

The first study was on a group of two cases 
presenting symptoms of lesions in the head. 

CASE 1. 

DR. MORTON KIMBUL presented a _ history 
of this case, with the statement that the diagnosis 
was still undetermined, and could not, therefore, 
be very profitably studied :— 

DR. J. J. McLOONE, who saw this patient in 
consultation, stated that there was evidence of 
radical mastoid operation on left and simple on 
right. The pain she complained of was hard to 
differentiate from sinus involvement. There was 
small amount of discharge but no evidence of 
necrosis in the middle ear and no dehiscence. 
She had an acute ethmoiditis, but x-ray examina- 
tion showed no gross sinus changes. In cases 
wheres a radical mastoid operation has been per- 
formed and there is recurrence of the discharge, 
this may be due to an open eustachian tube. The 
possibility of brain complication was investigated; 
spinal fluid was normal; there was no evidence 
of sinus thrombosis. Temperature was of the sep- 
tic type but do not think the pathology was in the 
ear. The diagnosis was a simple otitis media pos- 
sitly resulting from open eustachian tube and 
ethmoiditis; believe we could rule out any intra- 
cranial complication due to mastoid disease. 

CASE 2. 

Presented by DR. EB. L. CHRISTENSEN :—Stu- 
dent nurse, aged 19, has been complaining of oc- 
cipital palin and dizziness with discharge from left 
ear; has previously had a radical mastoidectomy. 
For the last year has complained of dizziness 
with unsteady gait; dizziness seems to be more 
noticeable when lying down. 

Pupils react to light and accommodation; nystag- 
mus rotatory when patient looks to right, left 
and down; more marked when she looks to left. 
Purulent exudate from left ear; eye grounds 
normal; Romberg’s positive; sways to left when 
walking. 

This patient was put to bed where she has 
been for the past month; during her stay in bed 
she began to have emesis, with aggravated oc- 
cipital pain and began to feel more dizzy. Two 
spinal punctures were done, with practically nega- 
tive findings; she felt better after the spinal 
punctures, headache being relieved and dizzimess 
cleared up. Along with the headache and dizzi- 
ness, the pulse dropped to 55, suggesting possible 
intracranial pressure; temperature was 96.6. Her 
retinal fields wers always negative and caloric 
tests have been negative, though we today pro- 
duced nystagmus by caloric test. Diagnosis of 
acute labyrinthitis has been made, though there 
is still possibility of brain involvement. We were 
surprised to find tubercle bacilli in smears from 
the ear; it may be an old tuberculous process from 
the mastoid. 

Discussion of these two cases was by DR. H. 
T. BAILEY as follows: 

Labyrinthitis is classified into (1) circumscribed; 
(2) serous; (3) purulent; (4) perilabyrinthitis. 

Circumscribed labyrinthitis is found mostly in 
cholesteatoma and in the beginning of tuberculo- 
sis. The pathology is an erosion of a part of the 
labyrinthine capsule, causing a sequestrum or os- 
scous defect. The process may be local but usual- 
ly there is a membranous labyrinthitis with it. 
This may show fistula symptoms or it may be 
found. accidentally at a radical operation. It is 
found this way when the surgeon docs not regu- 
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CAre You Prepared for Pneumonia ? 


“The Greatest Scourge of Winter Diseases” 


“Art the 
method for producing temperature rises deep in the body and 
may properly considered a means of applying internal 
poultices. 

“Stewart surveyed the situation with regard to pneumonia 
and brought together many important facts. He knew that 

ose cases showing a low white blood-cell count generally die, 
which is not the case when the count is rather high. Any 
method which would tend to increase the cell count, or at 
least to make more active such white blood-cells as have ac- 


cumulated in the defense against the infection should prove of 


material benefit. Many similar considerations pointed to the 
possibility of deriving much good from the use of diathermy, 
which Stewart accordingly tried. It is the opinion of many who 


mt time diathermy surpasses any other physical 


have since followed in his footsteps that the timely and judi- 
cious use of diathermy in correct quantity and quality 

much in the handling of p ia, by far the greatest scourge 
of winter diseases. 

“Therefore, diathermy becomes a method of applying heat 
internally and it shares to a much higher degree the virtues 
which heat lications have enjoy for several centuries. 
Poultices, fc ions, bli “hot-water bags and similar 
home methods for applying heat have been in use for ages, and 
while these rather crude ways of furnishing heat have been 
attended with recognized success, it has not been possible before 
the introduction of diathermy to administer heat to a consider- 
able depth and for any desteall regulation of intensity over short 
orlong periods of time by means of an external physical agency.” 











—from “Light and Healeh—A Discussion of Light and other Radiations in 
Relation to Life and to Health,’’ by M. Luckiesh and A. J. Pacini. 


HE diathermy current varies considerably 
in quality and consequently in effectiveness, 
depending upon the design of the machine from 
which it is derived. In your selection of a dia- 
thermy machine, be sure that the design and 
capacity are such as will enable 
you to follow out accurately and 
efficiently the present and rap- 
idly advancing technics. 
Don't risk the ibility of dis- 
appointment with apparatus that 
isinadequate for the purpose,as has 
been the — of altogether 
many physicians in the past. 
The new Victor Vario-Fre- 
quency Diathermy Apparatus rep- 
resents the accumulated knowl- 
edge and experience of a pioneer 


organization that has specialized for over 30 years 
in Electro-Medical equipment. 
When designing this outfit Victor engineers 
were guided by the investigations of our Biophys- 
ical Research Department, which 
point definitely to a different phy- 
siological evaluation being estab- 
lished for certain frequencies or 
oscillations of the high frequency 
current. Consequently this appar- 
atus offers a means of selecting the 
frequency which has proved most 
efficacious for a given condition. 
In justice to yourself and your 
patients, a scientifically designed 
machine of major calibre should 
by all means be used for this 
critical work. 


VICTOR X-RAY CORPORATION, 2012 Jackson Boulevard, Chicago 
Throughout 


33 Direct Branches 


the U.S. and Canada 








VICTOR X-RAY CORPORATION, 2012 Jackson Bivd., Chicago 
Please send a complete description of the Vario-Frequency Diathermy Apparatus, also clinical report on Diathermy in 


DALLAS, TEXAS—VICTOR X-RAY CORPORATION OF TEXAS, 2508 Commerce St. 
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larly make a fistula test before operaiing. The 
patient would have nystagmus to the same side, 
vertigo, nausea and vomiting. This would be in- 
creased or brought on by sudden head movement. 
Hearing, as a rule, is good, rotation positivs, cal- 
oric positive, fistula test positive. 

Serous labyrinthitis may follow circumscribed 
labyrinthitis, radical mastoid and suppurative mid- 
dle ear processes. A suppuration at the oval or 
the round window will cause a swelling and infil- 
tration with a fibrinous deposit on the internal 
surface of the mambrana tympani and the annular 
ligament of the stapes. This causes a dilatation 
of the labyrimthine blood vessels and an increase 
of perilymph which, im turn, causes a sudden on- 
set of marked vertigo, nausea, vomiting and 
hHhystagmus away from the diseased side, impaired 
hearing to deafness. Patient usually partially re- 
gains the hearing. 

Purulent labyrinthitis is an infective process of 
the whole labyrinth and may be manifest or latent. 
The infection may enter through thie oval window, 
round window, through a fistula in promontory 
or any pant of labyrinthime capsule, or it may be 
secondary from a meningitis or may result from 
a septic embolus in the internal auditory artery. 
Usually it comes from a suppurative otitis media. 
This causes dicafness, nausea, vertigo, vomiting 
and nystagmus to opposite side. Patient usually 
lies on the well sids; has one or two degrees of 
temperature and labyrinthine tests are negative. 
If the patient gives a history of manifest laby- 
rinthitis and now has deafness and tinnitus, it has 
become latent; yet labyrinthine tests ar2 negative. 

Perilabyrinthitis, as its name implies, means an 
inflammation around the labyrinthine capsule. It 
occurs after a radical or simple mastoid opera 
tion. The patients have a mild vertigo and are not 
likely to have vomiting. If they are requested 
to hop forward or backward with closed eyes, 
they have a tendency to fall. Mild nystagmus to 
either side may be present, but usually to the in- 
volved side; hearing is not affected: caloric or 
rotation w#ests are normal or increased; fistula 
symptoms are negative. Treatment is expectant, 
with bromides and pilocarpine. 

I would consider the case under discussion one 
of perilabyrinthitis, and congratulate the doctors 
on their treatmient. 

DR. YANDELL:—Would like to iknow the 
amount of deafness or conditon of hearing in the 
first case and whether the Eustachian tube really 
was open. Ans. The tube was open; her hear- 
ing was approximately ten feet for the ordinary 
voice. 


DR. McLOONE:—Fields mean nothing in cere- 
bellar abscess; in temporo-sphenoidal abscess they 
may mean something. In this case we can rule 
out temporo-sphenoidal abscess by the absence of 
mental symptoms and by the fields, but one of 
tha most difficult things is to exclude cerebellar 
abscess, as the symptoms are too much alike. 
The fact that she is apparently getting. well helps 
some, but today she gave Wizarre responses to 
the caloric and chair tests. 


The second group of cases consisted of two in- 
teresting records of variance betw2en pre-opera- 
tive and post-operative findings, in which the sur- 
geon recorded these variations with unusual frank- 
ness. Presented by DR. GEORGE E. GOODRICH: 

Case 10041, married woman, age 36; last men- 
struated six years ago just before an operation 
when both ovaries, one tube and appendix were 
said to have been removed. Has had four preg- 
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nancies, two of them premature and two at term, 
all stillborn. 

About three years ago developed sharp pains 
across lower abdomen; these would come at in- 
tervals of three or four months, lasting about a 
week at each time; middle of last August noticed 
vaginal discharge which would become worse at 
night; about Sept2mber first, this became streaked 
with blood and gradually increased in amount. 

Physical examination was negative, except tor 
tenderness in lower right quadrant. Bimanual 
negative. Inspection of cervix showed a bloody 
purulent discharge coming from the cervix; cer- 
vix was slightly inflamed but otherwise normal. 

In view of her age and history, thought this 
was an endometritis, and surface was cauterized 
with electro-cautery prior to entering the hospital; 
it improved but did not get well; that was in Aug- 
ust; did not see her again until October, when 
she was having a pain in the lower right side. 
Would have considered this a mild attack of ap- 
pendicitis, but she insisted the appendix had been 
removed. Discharge was still prasent, though cer- 
vix looked better. She entered the hospital in 
November for operation, which was to be ex- 
ploratory, with possible diagnosis of carcinoma of 
uterine body. 

Operative findings were heavy omental adhesions 
to the uterus.and floor of pelvis; uterus was in- 
fantile in size, normal to feel; no fibrosis nor 
malignancy; tubes and ovaries both gone; appen- 
dix moderately inflamed; gall bladder was palpat- 
ed feeling normal, without adhesions. 

Postoperative Diagnosis: — Endometritis 
Chronic Appendicitis. 

Pathological Report:—Chronic Appenuicitis. 

Case 10012, married woman, age 64. Was im an 
auto accident nine years ago when she was in- 
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Erysipelas .Antitoxin 


For the Treatment of Streptococcus Erysipelas 


O E, R. SQUIBB & SONS was issued on May 

2oth, 1926, the first license ever granted by the 
U. 8. Public Health Service for the interstate sale of 
Erysipelas Streptococcus Antitoxin, 
Erysipelas Antitoxin Squibb is prepared under license 
from the School of Medicine and Dentistry of the Uni- 
versity of Rochester, New York, and is made according 
to the principles developed by Dr. Konrap E. Birk uauc 
of that University, and reported in the Yournal of the 
American Medical Association for May 8, 1926, page 1411. 
In addition to the tests made in the Squibb Biological 
Laboratories, samples of each lot of Erysipelas Antitoxin 
Squibb are submitted to the School of Medicine and 
Dentistry of the University of Rochester for approval 
before distribution. 
Erysipelas Antitoxin Squibb is supplied in concentrated 
form only. It is dispensed only in syringes containing 
one average ‘“‘ Therapeutic Dose.” 


Write to our Professional Service “EOS 
for Further Information 


E-R: SQUIBB & SONS, NEW YORK 
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jured internally and had two abdominal opera- 
tions subsequently; menopause 17 years ago. Has 
not been well since her operations. She thinks 
her present illness is due to eating some spoiled 
food some months ago, sincé which time she has 
suffered from digestive disturbances, a feeling of 
continual pressure in the abdomen with more or 
less constant pain. 

Only point of interest in physical examination 
is that the uterus is retroflexed, fixed im the 
culdesac, with a mass in rectum, and cystocele. 

Pre-operative diagnosis of retroflexed uterus, pos- 
sibly malignant. 

Operative Findings: Tumor about the size of 
a small orange in sigmoid flexure, fastened down 
by adhesions; the uterus not involved in the tu- 
mor. Anterior colporrhophy and high colostomy 
performed. 

Post-operative Diagnosis:—Sigmoid cancer. 

A group of three cases, illustrating encephalitis 
and allied conditions, were presented as follows: 

Case 9986, by DR. GHO. M. BROCKWAY: Old 
man, age 76, was riding in a car on afternoon 
of admission, when he felt faint and dizzy and 
a few hours later was amconscious, with stertorous 
breathing and convulsive twitching. 

Vigorous appearing old man, with normal tem- 
perature, pulse 96; B. P. 150 Syst., in coma. Pupils 
react to light and accommodation; teeth had all 
been extracted; no rigidity of neck; lungs mega- 
tive; blood vess2ls very prominent; heart beat in- 
termittent every fourth beat, with mitral regurgi- 
tant murmur. Twelve ounces of urine secured by 
catheter. Sp. gr. 1015, albumen positive, sugar 
negative, no casts, occ. r. b. c. White count 13,600, 
93 percent  polys. Wassermann negative (No 
blood chemistry done). 

When brought into the hospital was given 
sodium chloride and magnesium suifate, with 
glucose intravenously, with proctoclysis of glu- 
cose and soda. After a few hours he began to 
sweat and had one short convulsion. First evi- 
dence of returning consciousness occurred in the 
afternoon; he became very restless; the follow- 
ing morning he regained consciousness rather sud- 
denly; urine had some albumen but thirty-six 
hours later this had disappeared. Staid in the 
hospital five days. Left the hospital with actual 
diagnosis undetermined. 

Case 9881, young single man, age 23, with fam- 
ily and past history negative. Four weeks ago 
he developed a severe headache which persisted 
for three days without relief; then ne became 
dizzy, was nauseated and vomited; could not re- 
tain food; headache lessened in severity but he 
has never been free from dull aching. 

Temp. 100.2, pulse 90. Well nourished man, 
apathetic and slow in response to questions; slight 
mumbling. Pupils react normally. Head, throat 
and chest negative, except for a few mucous rales 
throughout both lungs. Heart and pulse normal. 
Tremor of hands when extended; no Babinski; no 
Kernig. 

Urine negative; white count 9,200; Widal reac- 
tions all negative; blood culture negative; spinal 
fluid cell count 100 cells, nearly al mononuclears; 
no imcreased protein; Wassermann negative. 

Dr. Schwartz, in consultation found no diplopia, 
with normal respons:s in eyes; disc normal. Ex- 
amination was negative. 

This patient was found on the street; by the 
time he reached the hospital he was very somno- 
lent amd apathetic; was enc>phalitis be- 
cause of certain things he did not have as well as 
those that he did have. Much of the time when 
he was not restless he would ba lying with half 


“On standing with closed eyes, 
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closed eyes, murmuring a little and when asked 
a question, he would respond when you would 
hardly expect, from his appearance, to get a re- 
sponse. 

Patient was kept under eliminative treatment 
and discharged after one month in zood condi- 
tions, with instructions to go to camp and rest. 

Case No. 9945, married man, age 37, with nega- 
tive family and past history. One year ago, pa 
tient complained of severe and continuous head- 
aches and had several convulsions. He was treat- 
ed in Alabama for “infection of the brain” and 
recovered sufficiently to de light work, though 
the dull headache continued. A week ago he drove 
his car from Alabama to Phoenix. The day previ- 
ous to admission the headache was more severe 
and he lapsed into semi-consciousness, but had 
no convulsions. Has had stomach trouble for four 
or five years. 

Poorly nourished man, with normal tempera- 
ture, pulse 60, B. P. 118/66, semi-conscious. Pu- 
pils react slowly to light and accommodation; no 
rigidity; lungs and heart findings negative; Ker- 
nig’s sign marked. 

Urine, three specimens; 
albumen pos.; no casts; pus and r. Db. c. 
count 19,600, 88 percent polys. 

X-ray examination of skull and sinuses negative. 

Neurological examination by DR. H. P. MILLS: 
there is marked 
swaying, but would not consid=sr as typical Rom- 
berg; pupils equal and react slightly to light; no 
paralysis of eye, face or other muscles; deep and 
superficial reflexes present and normal. No an- 
kle clonus, or Babinski. No definite tremors or 
speech defect. Upon most subjects patient is ra- 
tional and shows no definite memory defect, ex- 
cept for periods during present illness. No evi- 


Sp. gr. 1008 to 1014; 
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dence of delusions, but shows evidence of visual 
hallucinations and says that he sees double at 
times. Orientation probably correct for time, 
place tut shows some confusion of persons. 

Op‘nion that evidence points to encephalitis or 
some type of toxemia. 

Wassermann reactions were negative on blood 
and spinal fluid. Blood chemistry showed Urea 
N., 20 mg. NPN 35 mg.; chlorides 690 mg., chol- 
sterol .10 percent; sugar .15 percent. 

Patient recovered and left the hospital after 
three days. Was re-admitted two days later, un- 
conscious; he regained consciowsness after two 
days but with loss of vision. 

Exam:nation by DR. J. J. McLOONE:—Externail 
strabismus of right eye. In fundi of the eyes, the 
disc veins are engorged, arteries pale and tortu- 
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ous; disc margins and other fundus details normal. 
Mental condition precludes accurata visual tests; 
however diplopia seems to be present. 

Patient was taken @ack to Alabama and 
sight of. 

Discussion of the above three cases by DR. 
KIMBALL BANNISTER: 

In the first case, the information is so meagre 
that it is useless to discuss it. Have no itiforma- 
tion about his previous condition. He may have 
had a slight hemorrhage or thrombosis which 
cleared up. In all probability it was uremia. 

The second case would fall in the class of 
lethargic encephalitis. You do not always have 
all the symptoms (see below). This man cer- 
tainly had lethargy with consciousness; that has 
been a marked symptom in some cases; the pa- 
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tient looks like he is unconscious but if you ask 
him a question, he will answer but answer slow- 
ly with great effort; this would seem to fall in 
this class. The spinal fluids findings are not those 
of meningitis and might easily be those of en- 
cephalitis. 

The third case, the man from Alabama, had a 
number of the classical symptoms of enc2phalitis. 
He had marked swaying; pupils were sluggish; 
reflexes were present and normal; he had con- 
siderable mental incoordination; was rational when 
questioned and showed no definite memory de- 
fect; sees double which is one of the most fre- 
quent amd constant signs; had some confusion as 
to persons; had history of similar condition in 
Alabama; gets well and goes out and has re- 
lapse, which is a very frequent thing in encephal- 
itis. 

Dr. Bannister presented the following brief out- 
line of our present concept of encephalitis: 

Definition—By the term “Enc2phalitis” we mean 
an inflammation of the encephalon or orain. 

Varieties—There are a number of rather well- 
defined varieties of this diseas> depending largely 
upon etiologic and pathologic bases. 

I 


Purulent meningo-encephalitis, is the first of 
these and the one most frequently met with in 
practice. 

Pathologically this is characterized by a puru- 
lent exudate at the base of the brain, very fre- 
quently accompanied by necrotic areas in the brain 
substance. May develop into the common brain 
abscess. 

Streptococcus infection of the middle ear and 
the sinuses is the most frequent positive factor. 
Syphilis and tuberculosis are also at fault at times. 

The symptoms usually begin more or less abrupt- 
ly with a chill. This is followed by constant and 
imereasing attacks of vomiting, high rise in tem- 
perature, local or general convulsions, occasional 
rigidity, usually an optic neuritis with a choked 
disk, and as late symptoms, stupor, excitement, 
coma, and paralysis. 

The course is usually fulminating with death 
supervening in a few days. Occasionally it be- 
comes chronic with periods of remission and ex- 
acerbations. 

This condition must be differentiated from brain 
abscess which is usually insidious in its onset 
and is attended with focal symptoms of mgidity 
_ amd focal convulsions; from brain tumor in which, 

like abscess, the history and the course together 
with the absence of a causative infection usually 
make differentiation easy; from hemorrhage and 
uremic state. 

The prognosis is always grave and depends 
largely upon accurate localization and early surgi- 
cal treatment, ther2 being no medical treatment 
of value. 

II. 

The next most common type in encephalitis is 
the acute hemorrhagid form, in which there are 
h-morrhag'c areas with leukecytic perivascular 
‘nfilirat‘on scatt:red throughout the brain sub- 
stance. 

The etiology in this case is some acute infec- 
tion. Those most commonly found are measles, 
pneumonia, la grippe, whooping cough, erysipelas, 
scarlet fever. Sometimes it is thought to be 
pureiy a toxic condition, while with others it is 
thought to be bacterialogic. 

The symptoms of this condition are severe head- 
ache, early vomiting, convulsions and delirium, ex- 
treme prostration, ending in coma, and in near- 
ly all cases, death. 

This’ condition can not well be differentiated 


SOUTHWESTERN MEDICINE — 


from meningitis, even the fact that it suwpervenes 
in the course of a general infection, is not distinc- 
tive, because we sometimes get meningitis also. 

Treatment is futile. 

Ill. 

In acute anterior polio encephalitis, there are 
neucrotic spots in the motor areas of the cere- 
brum attacking the neuclei of the upp<:r motor 
neurons. 

The etiology is probably the same infection but 
with a different localization as anterior poliomye- 
litis. It is frequently seen during epidemics of 
the latter disease. 

These are usually spastic plegias without muscu- 
lar atrophy. The course parallels that of infan- 
tile paralysis, and if there is recovery they are left 
with paralysis, spastic in type. 

The treatment is the same as for anterior polio- 
myelitis. 

IV. 

In -acute superior and inferior encephalitis 
acute destructive processes localize in the gray 
matter about the aqueduct of sylvius and the gray 
matter in the third ventricle in the superior form, 
and in the floor of the fourth ventricle in the in- 
ferior. In the latter region it is practically acute 
bulbar palsy. 

The symptoms of the superior form result from 
destruction of the third nucleus. Accordingly eye 
symptoms and paralyses predominate. In the in- 
ferior form, paralyses of the tongue, the muscles 
of mastication and deglutition occur. 

Diagnosis depends upon the neucleur paralysis. 
The treatment is purely systematic and expectant. 

Vv 


Epidemic Ilsthargic encephalitis was first de- 
scribed following the pandemic of influenza in 1890 
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and 1895, amd again brought to public notice fol- 
lowing the pandemic of 1917, 1918 and 1919. The 
influenza. germ or one attending it in influenza is 
probably the causative factor. 

Post mortem examination shows but little to the 
naked eye; microscopically there are chiefly peri- 
vascular infiltrations, most marked about the 
nuclei of the motor nerves of the eye of the pons, 
medulla and gray substance of the ventricular 
walls. ° 

Headache, severe and constant, is always met 
with; extreme lassitude and somnolence quickly 
supervene; there may be vomiting, frequently 
vertigo; and there may or may not be fever. Do 
lirium and- coma are frequent in severe cases. Of 
the objective signs those centering about the eye 
are most important+and diagnostic. Very early a 
dimness of vision is noted; in nearly ali cases 
diplopia is a constant sign, ptosis is also nearly 
always met with, immobility of the eye ball is 
common; tremor of the extremities is frequent; 
meningitic symptoms, if present, are usually slight, 
lumbar puncture reveals a clear fluid with few, 
if any, findings. This is usually protractive with 
remissions, 

Until recently mortality of this disease was 
about fifty percent. More recently most cases 
are recovering. 

Treatment is specific. Convalescent patient serum 
injected intramuscularly in the amount of 60 to 
100 c. c. has cured 27 out of 28 cases. The using 
of anterior poliomyelitis hors eserum, 20 to 30 c. c. 
intravenously and repeated has caused recovery in 
23 of 30 cases. The intravenous using of the 
salicylates, sodium iodide aoriflavin and mercuro- 
chrome has been attended with good results. 

General treatment consists of complete rest, 
ica pack at the head, drainage of the spinal canal, 
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if indicated, and nutrition. Patient should be 
warned that a complete recovery is somewhat 
problematic within an extended period of time, 
and as relapses are not infrequant a hypochondri- 
ac has followed numerous cures. 


The program having been completed, the chair- 
man, Dr. Wylie announced that this being the an- 
nual: meeting, the election of officens for the ensu- 
ing year was in order. The balloting for officers 
resulted in the election of the following: 

Chairman:—Dr. Willard Smith. 

Secretary:—Dr. W. W. Watkins. 

Members of the Advisory Committee:C—Dr. 

Robt. W. Craig (Surgical Group). 

Dr. E.. Payne Palmer (Surgical Group). 

Dr. Kimball Banmister (Medical Group). 

Dr. Frank J. Milloy (Medical Group). 

Dr. J. J. McLoone (Specialty Group). 

Dr. Fred Holmes (Specialty Group). 

In closing the meeting, Dr. Wylie expressed his 
appreciation in being honored with the chairman- 
ship of the Staff since its organization several 
years ago, and his thanks for the cooperation of 
the staff members during the trying years of or- 
ganization. He asked that the members would co- 
operate just as cordially with Dr. Smith during 
the coming year. 

Adjournment at ten o'clock. 

W. WARNER WATKINS, 
Secretary. 

At a subsequent meeting of the Advisory Com# 
mittee, held on December 18th, this committee 
was completed by the appointment from the hos- 
pital management of Sisters M. Ignatius and M. 
Aloysius, to represent the hospital management. 

The Executive Committee for the year 1927 wiil 
consist of Dr. Willard Smith (chairman), Dr. K. 








FOR THE BATH 
FOR THE OFFICE 


PACIFIC SURGICAL MFG. CO. 


FINEST DISPLAY ROOM ON THE COAST 


Inexpensive, too 


New Address 


616 SO. FIGUEROA ST. 
LOS ANGELES, CAL. 











48 


Payne. Palmer, Dr. Kimball Bannister and Dr. Fred 
Homies, with Sister M. Ignatius. 

The Executive Committee will have general 
supervision over all work in the hospital and the 
reviewing of records, as well as .providing the ma- 
terial for the staff conferences. 





SANTA FE (N. M.) COUNTY 
DOCTORS TO ENLIST AID OF LOCAL ORGAN- 
IZATIONS FOR CLEAN-UP OF CITY SANI- 
TARY CONDITIONS. 


At the November meeting of the Santa Fe Coun- 
ty Medical Society, held ait St. Vimcent’s Sana 
torium, November 9, it was decided that the So 
ciety shall endeavor to enlist the support of vari- 
ows iocal organizations, such as the Chamber otf 
Commerce, Women’s Board of Trade, Rotary and 
Kiwanis Clubs, in a campaign to improve local 
sanitary conditions. 

Betterment of sanitary conditions will be ad- 
visalle for many reasons; but it is urged primar 
ily to control the troublesome epidemics of dysen- 
tery, probably largely of the bacillary type, which 
are prone to seize the city each summer, varying 
with the incidence of flies. The campaign for 
clean-up will be primarily one to prevent fly- 
breeding and fly infection. 

With the recent advancement of Santa Fe as a 
tourist center, in the opening of the Harvey Indian 
Detour and the establishment of La Fonda as a 
Wtel in the great Fred Harvey system, it becomes 
imperative to minimize this summer complaint and 
thus to avoid having the city acquire a bad name 
as a place of summer residence or visiting at that 
season. 

At this meeting a Massachusetts General Hos- 
pital case was also read and discussed. 


Scarlet fever, its prevemtion and treatment with 
toxin and anti-toxin, formed the principal topic at 
the December meeting of the Santa Fe County 
Medical Society, which took place at St. Vincent's 
Sanatorium, Tuesday evening, December 14. 

Dr. George Lackett, director of public health for 
New Mexico, and Dr. Harry Mera, Santa Fe county 
health officer, presented facts concerning these new 
remedies and their use experimentally and other- 
wise. All preparations of scarlet fever toxin and 
anti-toxin on the market have undergone inspec- 
tion by the Hygienic Laboratory of the U. S. Pub- 
lic Health Service and their value established. 

No standardization of the unit of skin dosage 
has yet been established, and so the various prep- 
arations differ in the statement of their potency, 
although this potency may be practically the same 
in all. The toxin is used prophylactically, to es- 
tablish immunity to attack. The anti-toxin is used 
in the early days of the attack and should hasten 
convalescence and control sequelae. 

‘Dr. James A. Rolls presented a list of questions 
that are asked of physicians daily in their rounds. 
In discussing these questions, it was brought out 
that the quarantining of scarlet fever cases now 
differs from the old-established custom, in that 
the patient is no longer kept isolated until des- 
quamation shall have ceased altogether. As soon 
as the symptoms disappear, and there is no longer 
nasal or oral discharge, the patieht is released. 

This practice has led some health officers to 
claim that epidemics are thus fostered; but the 
claim is undoubtedly due to the incidence of car- 
riers, which do occur, and which are impossible 
to detect with the ordinary laboratory procedures. 
This is due to the difficulty of preserving swabs 
from the nose or throat for culture, owing to the 
delicacy of the causative streptococcus. 
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Transmission by a third party who is not a 
carrier is, perhaps, possible but not usual when 
ordinary precautions are observed. Nevertheless, 
the nurse or attendant on a scarlet fever cage is 
kept isolated as well as the patient; and if school 
teachers or milk handlers are in the family, they. 
too, are held in quarantine, as well as non-immune 
children. It has been shown that the organism 
of scarlet fever grows well im milk, and transmis- 
sion by infected milk has been proved. 

Some two percent in diphtheria and twenty per- 
cent in scarlet fever fail of prophylactic immuni- 
zation, when the toxin is used. This is thought 
to be due largely to an existing anti-toxin in the 
subject that neutralizes the toxin injected as pre- 
ventive. An inefficient dose of the anti-toxin may 
but lower the general resisting powers, and thus 
be followed by an exceptionally severe case of 
scarlet fever. Some claim that cases treated with 
anti-toxin may fail to develop the natural anti- 
bodies and thus fail to be immune following the 
attack. This is not established. 

New York City probably now has the best data 
on the control of scarlet fever by using the new 
treatment, as the use of scarlet fever vaccine 
there is practically a routine measure. Santa Fe 
physicians report generally favorable results from 
wsing the preparations. 

In reply to a question, Drs. Luckett and Mera 
outlined the plan of the U. S. Public Health Serv- 
ice. It is am outgrowth of the official smallpox 
vaccinators, established by Congress in 1791. It 
became a medical detachment of the U. S. Marine 
Corps, and is under the secretary of the mavy. 
Its early duties were to establish marine hospitals 
in the United States. It now exercises a quar- 
antine patrol at aH United States ports, controls 
the imterstate shipment of biologicals, licensing 
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_the manufacturers for interstate commerce. It 


also directs the interstate shipment of corpses. 
' The Public Health Service does not ordinarily 
engage in work in a state unless requested to do 
so, or for purposes of reasearch, or in an extra 
ordinary condition, as when a state-wide epidemic 
threatens an adjoining state. 

Dr. D. B. Williams and Dr..Joseph Foster were 
chosen to succeed themselves as president and 
vice-president of the county society. Dr. Leigh K. 
Patton was elected -secretary-treasurer to succaed 
Dr. H. S. A. Alexander, who has held this post for 
nearly four years. 





DEACONESS HOSPITAL (Phoenix) STAFF 
MEETING 
(December 27, 1926) 

The Medical and Surgical Staff of the Arizona 
Deaconess Hospital met Monday eveniag, Decem- 
ver 27, 1926, at 8 P. M., with 35 in attendance. 

The minutes of the last council meeting were 
read. 

The Records Committee reported upon three 
deaths which had occurred during November. 

There have been three deaths during November, 
as tollows:— 

Case 6714, married woman, age 62, entered Oct- 
ober 11th, dying Nov. 2nd, with diagnosis of nephri- 
tis and myocarditis. 

Case 6817; man, age 62, entered Nov. llth, with 
diagnosis of hemophilia. 

This cass was referred to the Diagnostic Com- 
mittee for criticism of diagnosis. 

Case 6729, man, age 67, entered Oct. 2nd. Pa- 
tient was said to have enlarged prostate and 
cystotomy was performed; immediate cause of 
death was not given in record. 

Dr. Bannister of ihe Diagnostic Committes report- 
ed upon the cases referred to that committee by 
the Records Committee as follows: 

Case 6817; Diagnosis—Hemophilia. Hemophilia 
is properly defincd as an hereditary tendency to 
hemorrhage in tha male. The cardinal symptoms 
are bleeding in the male sex, with a family history 
and past history of the same condition. The ten- 
dency is transmitted only by the female, although 
there are no authentic cases of this condition in 
the female sex. In this particular case, the bleed- 
ing started from the extraction of teeth, in a male, 
age 62. Coagulaticn test found incomplete in 10 
minutes. Man died thirteen days after entrance. 

His past history was negative. Besides the diag- 
nosis of hemophilia, he had a large alkdominal tu- 
mor involving the liver, a general arthritis, and 
an acute endocarditis. The doctor in charge 
thought the hemophilia was probably due to the 
malignant condition in the abdomen and to the 
endocarditis. As I have explained, these can not 
be consid2red causes for hemophilia. 

Case 6851, male, age 44, American. Entered 
Nov. Ist. Diagnosis of typhoid fever. Chief com- 
Plaint: Pain’ in abdomen, in the region of the ap- 
pendix, later a pain im chest, which he had been 
told was pleurisy. Past history of typhoid nine 
years previously and malaria 12 years ago and fre- 
quent attacks of pleurisy. The only notes under 
examination besides negative, are: Pulse rapid 
and weak; abdomen: some distention and slight 
tenderness. Diagnosis—Typhoid. 

White blood picture, perfectly normal. 
hegative to typhoid and paratyphoid. 

The temperatuer ranged between 99 and 103 
and the pulse ranged from 90 to 120 and 
respiration 25 to 35. There is no indication 
that he had typhoid stools at any time or more 
- than one stool per day. Typhoid tongue, typhoid 
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headache, rose spots, emlarged spleen, diacrotic 
pulse, leucopenia, are not mentioned. No mention 
is made of any chest findings to account for pleu- 
risy. Diagnosis of typhoid is unwarranted. 

Case 6868, woman, 37, American. Entered Nov. 
19th, diagnosis: left ovarian tumor; probably 
omental adhesions to old operative scar. Condi- 
tion on discharge: well. Operation—Left oophorec- 
tomy and release of omental adhesions. 

History shows that the patient has been running 
a temperature from 11 a. m. to 5 p. m. daily, two 
degrecs above normal for 18 months. General 
weakness and pain in the left chest. She was ad- 
vised to come to Phoenix for tuberculosis. She 
has some pain in abdomen in the lower part with 
tenderness, becoming more savere at menstrual 
periods. History of typhoid at 17 with colitis fol- 
lowing. She had influenza in 1918, but with no 
complications. Appendectomy in 1912. Menstrua- 
tion irregular; she often skipped periods of sev- 
eral months. No pregnancies in 14 years. 

Examination: Diagnosis as previously given. 
Chest found negative. Abdomen: shows tender- 
ness over the right lower quadrant and the left 
lower quadrant and operative scar. Peivic exam- 
ination shows small tender tumor in the left 
adnexa with the left tube, which felt tender. 
There is a marked leucopenia, 38 percent leu- 
cocytes. 

Operation: bilateral salpingectomy, left oophor- 
ectomy, liberation of adhesions. Findings: Double 
salpingitis; left cystic ovary. 

Pathologist’s report shows tubes negative, micro- 
scopically ovaries show marked sclerosis with 
small cystic formation. 

History, the diagnosis of tuberculosis, the sur- 
geon’s findings and pathologists report, are ail at 
variance and fail to show cause for a tempera- 
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ture two degrees above normal running for 18 
months. Temperature when she went out of hos- 
pital was normal and sub-normal since the fiftn 
post-operative day. Diagnostic Committee suggests 
that an x-ray study of the lungs might have thrown 
light upon the condition. There was no mention 
of an x-Tay. 

Case 6877:—Diagnosis of blood poison. Patient 
had a crushed hand several days before entering 
the hospital, and now states that he has an in- 
fection. Examination shows that he had discharg- 
ing sinus in the palmar surface of the right hand 
at, base of little finger, white count, 16,600. Op- 
erated and drained. Discharged eight days after 
entrance. Highest temperature 100.8 on day_ of 
admission and 100.4 on second day. Normal and 
sub-normal thereafter. Diagnosis of palmar aib- 
scess would have been proper under operative find- 
ings noted. 

The t:rm “blood poisoning” as currently used, 
is synonymous with septicomia and there is noth- 
ing in the history to indicate this condition. 

Case 6895: Diagnosis—Toxemia. In ihe progress 
record there are several notes of fetal heart tones 
-and this is the only place that one finds any place 
that this is mentioned as toxemia of pregnancy. 
Should be signed out as toxemia of pregnancy. 

DR. GOODRICH said that case 6868 was a most 
interesting case, sent here for pain in upper left 
abdomen. She had been sent here with diagnosis 
of pulmonary phthisis. Dr. Phillips had studied 
her carefully and found she had not iuberculosis. 
The preoperative diagnosis was adhesions at side 
of old operation scar and that these were prob- 
ably attached to pelvic organ and that this account- 
ed for the pain. 

Dr. Bamnister said in reply, that the diagnostic 
committee had no criticism of the treatment of 
this case, but the committee simply wished to 
bring out that the facts stated by Dr. Goodrich 
just now were not in the records and they should 
have been, in order that the records might give 
a picture of what was done, why it was done, and 
what was accomplished. 


Case 1. Subacute Multiple Hypertrophic Arthritis 

Reported by DR. BANNISTER. -Married woman, 
age 50, developed arthritis two years ago. Teeth all 
extracted a year ago. On Nov. 20th, examination 
showed flabby, middle aged woman, B. P. 116/70, 
slightly enlarged heart, with systolic murmur at 
apex; there is deforming hypertrophic arthritis of 
fingers, wrists, elbows, knees, ankles and toes, all 
these joints being swollen and tender to pressure 
and movement; shoulder joints are also sore and 
stiff. 

On Nov. 24th, after eating some chicken, sup- 
posedly spoiled, at a local restaurant, she had a 
severe chill, with gastroenteritis, vomiting and 
diarrhea. Temperature was 104 at time of chill. 
She was removed to the hospital where very, very 
stubborn diarrhea and nausea slowly responded to 
treatment. On the second day in the hospital, she 
noticed that she could move her arms and legs 
with greatly decreased pain and on the third day 
she was suffering practically no pain in any of 
the joints. After a week in the hospital she couid 
reach the back of her head with her hand and 
before going home she was combing her hair, 
which she had not previously done for two years. 
She left the hospital on Dec. 13th, walking with- 
out any. support. 

Dr, Bannister cited this case as a very good il- 
lustration of the beneficial effects of severe pro- 
tein shock upon chronic arthritis. Patient has not 
been seen since, but this is thought to be because 
she continues in good health. 
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Case 2. Hemophilia and Endocarditis. 
(See Comment by Diagnostic Committee.) 

Pressnted by DR. HICKS:—This patient began 
having pain in legs about two years ago. He was 
treated for rheumatism for 18 months and failed 
to get relief. On Nov. 8th, he had several teeth 
extracted; on the night of Nov. 10th, he started 
to bleed freely from the gums. 

At 2 a. m. the patient was removed to the hos- 
pital and hemostatic serum administered with ad- 
renalin and tannic acid to gums. Hemorrhage was 
arrested at 8 a. m. Coagulation time, Nov. 11th, 
10 min.; on 15th, 9 min; on 20th, 5% min. 

Calcium lactate was given and patient improved 
rap-dly. About the 20th he developed an acute 
endocarditis from which he died Nov. 24, 1926. 
Physical examination of this paticnt at time of 
entry showed large tumor extending from liver 
down to the umbilicus which was probably malig- 
nant. Patient had lost 30 lbs. weight in last six 
months. Osler’s classification of chorea, Vincent’s 
angina, tonsillitis and arthritis leaves us in doubt 
as to the source of infection causing the terminal 
disease endocarditis. It is quite possibie that the 
malignant growth might also provide a source of 
infection. ‘ 

Case 3. Traumatic Shock Followed by Cure 

of Chronic Multiple Rheumatoid Arthritis 

Presented by DR. E. P. PALMER:—Mrs. EB. H. 
H., age 53, entered the hospital on Nov. 13th, 
1926, in an umconscious condition, the result of an 
automobile accident on November 9th. 

Physical and x-ray examinations showed many 
contusions over the body, with multiple fractures: 
the left tibia and fibula; left femur; right tibia 
and fibula; left side of skull. There was complete 
right hemiplegia and paralysis of left side of the 
face. All the joints of both hands, wrists, elbows, 
with joints of the feet, ankles and knees were 
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water for the artificial feeding 
of infants has stood the test 
of years. Let us send you lib-- 
eral samples. 
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MEAD JOHNSON & COMPANY 
EVANSVILLE, INDIANA, U.S.A. 
Manufacturers of Infant Diet Materials Exclusively 
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swollen, with partial ankylosis of some of the fin- 
ger joints. 


History: There is absence of the left breast, 
with scars of previous amputation. The tonsils 
have been removed, also the teeth. Sinuses have 
been opened and drained. Nasal septum has .been 
operated on; otherwise the findings are negative. 
Patient has suffered from multiple arthritis since 
1907, at which time she had am abscess in the 
left breast. In 1911 swelling began in toes in 
left foot and extended to right. Was confined to 
these joints until 1915. 

The fractures of the lower extremities were re 
duced under the fluoroscope. Molded plaster paris 
splints were applied posteriorly and laterally on 
both lower limbs. Patient was given liquid nour- 
ishment and sufficient morphine to produce rest 
at night. There was a slow improvement in the 
mental condition, until Dec. 9th, when there was 
a marked improvement. General condition con- 
tinued to improve amd at that time she was tak- 
ing a light diet. On the 1lith, she became irra- 
tional and was very restless for 24 hours. The 
splints were removed on the 13th and the limbs 
examined and found to be in good condition. 
Large amount of callus found at the point of 
each fracture. Splints were re-applied after each 
joint in the lower extremity had been given pas- 
sive motion. These joints were all found to be 
very much improved with very little, if any, 
swelling, redness, heat or tenderness. Some 
change had taken place in the other affected 
joints. All had returned to almost normal con- 
dition, except those joints of the fingers, which 
were partially ankylosed. On the 19th the patient’s 
mental condition again showed a marked improve- 
ment so that she was practically normal and- has 
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the joints of the hands and wrists without dis- 
comfort, and with tha. exception of the partial 
ankylosis which persists in some of the fingers, 
the formerly deformed hands and wrists are now 
apparently normal. This patient had been given 
every form of treatment known to medical science 
in an attempt to relieve the arthritis, as her hus- 
band is a professor in a large medical school, 
and she has been under the care of the best medi- 
cal men in order to oltain relief from her arthritis. 
She has spent her winters in Arizona during the 
past few years, with nothing more than temporary 
relicf obtained until she received this severe , in- 
jury, which has resulted in a cure of her trouble. 
It is not because of a change in diet, as no par- 
ticular attention has been paid to the neuritis 
phase of her case during the time she has. been 
receiving treatment for the fractures. 

Protein shock has been used extensively with 
fairly satisfactory results, in rheumatoid arthritis 
No case similar to this, in which traumatic shook 
has been followed by cure of clironic, multiple, 
rheumatoid arthritis has been found im reviewing 
the literature. 


Case 4. Ankylosing Arthritis 

Reported by DR. GEORGE GOODRICH. This 
boy’s trouble began some 6 to 8»years ago with 
pain and swelling of the knees. This occurred 
after exposure to wet and cold—especially when the 
feet were wet and cold. He was examined by ex- 
cellent men and everything apparently indicated 
was done. In 1924 a number of other joints be 
cama involved. In that year he developed sup- 
purative knee joints and they were operated upon. 
Now the upper ends of the tibia are displaced up 
wards and backwards. They are not completely 
ankylosed. A large number of joints are affected. 


remained in this condition since. She can use He is 21, and markedly emaciated. He has some 





“ANNOUNCEMENT 


Adding to our line of exclusive sales and service Agencies, we desire 
to announce, the Ideal Metal Furniture Company of Los Angeles, Cali- 
fornia, manufacturers of .High Pressure Sterilizers for Hospital and 
Office use, also a full-and modern line of Hospital Furniture. The Super- 
intendent of this factory is Mr. Wm. Wiley who was for twenty-one years 
General Superintendent of the American Sterilizer Company, Erie, Pa. 
Mr. Leo Oakey is Assistant Superintendent and was formerly with the 
Scanlan Morris Company for several years. 

This factory is turning out the best line of equipment that experi- 
enced Engineers and high quality materials can produce. We still aim 
to maintain service on any Sterilizers and Furniture formerly installed 
by us of other makes. From now on we are exclusive representatives 
for this “Ideal” Western factory. 


Remember the slogans—“Westward Ho!” and “Home Products” 


R. L. SCHERER CO. 


Phone Trinity 9282 LOS ANGELES 736 South Flower St 
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sort of a mental deterioration. The blood picture 
is of interest. The erythrocytes were around 
. 4,000,000; the hemoglobin is 30 percent. This boy 
had for a time considerable diarrhea. 

The review of recent literature 
arthritis, presented by Dr. O. H. Brown, 
in other columns of this issue. 

The discussion on arthritis by DR. E. H. BROWN 
will be found under the Review of Current Liter- 
ature, mentioned above. 


Case 5. 


Presented by DR. H. T. BAILEY: Baby, age 
two years, was admitted to the ho®pital Nov. 15th. 
While playing on the bed the night previous he 
had inhaled a pin. Had severe paroxysm of cough- 
ing, but after that. was quiet until the next day, 
when he had another paroxysm of coughing. At 
this time he was taken to Dr. Felch’s office. Af- 
ter getting the history. the doctor suspected that 
the child had a foreign body in his lung. X-ray 
was taken of the chest, which showed 4 pin, head 
downward on the right side of chest, mid-way bo 
tween right nipple and the sternum. Point of pin 
was about on level with nipple. Diagnosis was 
made of pin in bronchial tube, of middle lobe, on 
level below nipple. 

Physical examination showed bronchial rales on 
right side. Left side clear. Heart normal. al- 
though the mother states that the child became 
eyanotic at times. and she thought that this con- 
dition was due to heart trouble. 

At 6:00 p. m. on the 15th, under ether anes- 
thesia. an attempt was made to remove the pin 
with bronchoscope. but there was so much ten- 
acious mucus that it was impossible to get the 
vin, and it was not removed. Child was kept in 
bed in the hospital until the 19th, when. under 
ether anesthesia, the bronchoscove was inserted 
low down in the middle lobe of right lung, pin 
seized with forceps and removed. 

Child made an uneventful recovery. 

Dr. Greer said that some tim> ago a boy belong- 
ing to the Armory Band had swallowed a pin and 
expectant treatment was followed. No serious re- 
sults developed. Later he was blowing on a horn 
and cough-d and up came the pin. 

Dr. Felch reported the case of a man that had a 
tack in his bronchus for 17 years, at end of which 
time he coughed it up. 

Dr. Stroud reported another case of a boy that 
carried a nail in a bronchus for some time and 
eventually coughed it up. 

Dr. Bailey said that often with a foreign body 
in the lung congestion takes place in the bronchus 
and later pneumonia is apt to follow. 

Dr. Watkins said that the Records Committee 
had chosen this case to be reported upon tonight 
because of its unusual interest and the masterly 
way in which it was handled. The most difficult 
cases of this type that are brought to the roentgen- 
ologists are non-opaque bodies. The results are 
just as Dr. Bailey related. In the non-opaque 
bodies when large enough, a bronchus is plugged 
and atelectasis of the lungs results and on this 
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SITUATIONS WANTED 

WANTED—Salaried appointments for Class A 
Physicians in ail branches of the Medical Profes- 
sion. Let us put you in touch with the best man 
for your opening, Our nation-wide connections 
enable us to give superior service. Aznoe’s Na- 
tional Physicians’ Exchange, 30 North Michigan, 
Chicago. Established 1896. Member The Chicago 
Association of Commerce. 
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a diagnosis is made. Later the induration fol-— 
lows. 

Dr. O. H. Brown said that back in Missouri not 
far from St. Louis a dentist lost his burr in a pa 
tient’s mouth and the patient inhaled it into a 
bronchus. And an old backwoods country doctor 
commenting upon the case said that if he had 
been in charge of this case he would have sus. 
pended him by his toes and had him cough. 

Dr. Tuthill was not able to be present on ac 
count of a wedding in his family and his case 
was not presented. 

The meeting adjourned at 9:30. 

ORVILLE HARRY BROWN, 
Secretary. 





DR. W. H. LOUNT, formerly of St. Louis, Mo., 
has opened offices in the Heard Building, Phoenix, 
where he wil practice the specialty of Nose, Throat 
and Har. 





DR. W. H. LIVINGSTON, of Espanola, N. M.,, 
has moved to Santa Fe, where he will be located 
in the future. 





DR. HARRY R. CARSON, of Phoenix, Ariz., has 
been confined to home for several weeks by il- 
ness. He has been much missed by the surgeons 
who have learned to depend upon him for anes- 
thesia assistance. 





SAVE MONEY ON 
YOUR X-RAY SUPPLIES 


Get Our Price List and Discounts 
Before You Purchase 

WE MAY SAVE YOU FROM 10% TO 25% 

ON Pac egy LABORATORY COST 

mg the Many Articles Sold Are 

X-RAY rita, *"Duplitized or Dental, Eastman, Superspeed 

or Agfa Film. Heavy discounts on standard 
lots. X-Ograph, Eastman, Justrite and Rubber Rim 

Dental Film, fast or slow emulsion. 


BRADY’S -POTTER BUCKY 
DIAPHRAGM insures finest 
radiographs on heavy parts, 
bladder or heads. 
M serigen Top Style—up to 17x17 size cassettes 


BARIUM. SULPHATE. For stomach work. 

Low price. Special price on 100-pound lots. 

DEVELOPING TANKS, 4, 5 or 6 compartment stone, 
will end your dark room troubles. Ship from Chicago, 
Brooklyn, Boston or Virginia. Many sizes of enameled 
steel tanks. 

DENTAL FILM MOUNTS. Black or gray cardboard with 
celluloid window or all celluloid type, one to fourteen 
film opening’. Special list and samples on request. 
Either stock styles or imprinted with name, address, 


ete. 

INTENSIFYING SCREENS—-Patterson, T. E., or Buck X- 
Ograph Screens for fast exposure alone or mounted in 
Cassettes. Liberal discount . All-metal cassettes. 
Severa] makes. 


if you have a ms GEO. W. BRADY & CO. 
cnr Bae: gala 790 So. Western Ave., CHICAGO 


such as kidney, spine, gall- 


mailing list. 




















JANUARY, 1927 


FOREIGN CLINIC TOUR FOR 1927 
In May, a group of physicians with members of 
their families from the United States and Canada, 
under the direction of the Inter-State Post Gradu- 
ate Medical Association of North America, will 
sail from New York to visit the following leading 
medical centers of the Old World: 


London, Edinburgh, Oslo, Stockholm, Upsala, 
Lund, Copenhagen, Hamburg, Leipzig, Munich, 
Strasbourg, Heidelberg, Frankfort and Vlaris. 


This will be the third year that foreign assem- 
blies have been conducted under the auspices of 
this organization. Those of 1925 and 1926 were 
exceedingly successful and of great benefit to the 


physicians who took advantage of them. No doubt 
the 1927 assemblies will meet with equal success. 


In including Norway, Sweden and Denmark in 
the itinerary, the Association is offering fhe pro- 
fossion an exceptional opportunity to visit and 
study in some of the finest clinics in the world. 


The group of physicians will be limited to a 
number that can be comfortably accommodated in 
the clinics which will cover the entire field of 
medical science. 


The price of the trip will be kept as low as pos- 
sible and yet furnish first-class accommodations. 
It will be between $1000.00 and $1100.00. All physi- 
cians who are in good standing in their State or 
Provincial Society may register. Further informa- 
tion may be obtained from the Managineg-Director, 
Dr. William B. Peck, Freaport, Illinois, or the 
Travel Department of the American Express Com- 
pany, 65 Broadway, New York, N. Y., who have 
charge of the transportation. 





THE RADIOLOGICAL REVIEW 


Beginning with the January, 1927 issue THH 
RADIOLOGICAL REVIEW will be published 
monthly instead of bi-monthly and it will increase 
its number of pages from 32 to 64. 


This is the only journal devoted to the progress 
of X-ray and Radium from the standpoint of the 
general practitioner and the specialist in branch- 
es other than Radiology. 


Published by Radiological Review Publishing Co., 
P. O. Box 152, Quincy, Illinois. 
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FOR SALE—OPTHALMOLOGICAL EQUIPMENT 
Office of Dr. M. L. Downs, deceased. One C-1 
Opthalmometer, in perfect condition, with adjust- 
able table, chair and stool; trial case and traveling 


trial case, both fully equipped; magnet for remov- 
ing steel bodies from the eye; several cases of in- 


struments for eye and ear surgery; library of 54. 


volumes. For further information write or make 
an offer. 


MRS. MYRTLE REESE DOWNS, 
1224 10th St., Douglas, Ariz. 





OFFICE FORMS 
‘ for the PHYSICIAN 


Professional Statements 
Prescription Blanks 


Ledger Sheets 
We Know Your Needs 


Embossed Professional Stationery 
lends dignity to your correspondence 


A.C. TAYLOR PRINTING 


COMPANY 


publishers of 
SOUTHWESTERN MEDICINE 


121 E. Jefferson St. Phoenix, Arizona 




















A DESIRABLE HOME 


FOR TREATMENT OF NERVOUS AND 
MENTAL DISEASES 


Located on a beautiful tract of 25 acres. Build- 
ings are commodious and attractive. Rooms with 
private bath are available. 

Treatment embraces all accepted therapeutic 
agents. 

Recreation and entertainment amply provided. 
Golf, tennis, croquet, ete., are for the use of the 
patients. 

Sanitarium easily reached by rail, cab, or bus. 

Address : 


G. WILSE ROBINSON SANITARIUM 
Kansas City, Mo. 


G. Wilse Robinson, M. D., Medical ‘ 
Kim D. Curtis, M. D., Supt. and Internist. 
Office: Suite 814-817 Medical Arts Bldg., 

34th & Broadway, Kansas City 
Sanitarium: 8100 Independence Road, Kansas City. 
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ARE ALL PITUITARY 
EXTRACTS ALIKE? 


TT” U. S. Pharmacopeia and the Geneva Conference of the League 
of Nations have respectively set American and International 
standards for the activity of pituitary extracts. Heretofore each 
manufacturer adopted standards of his own, with the result that 
some extracts were dangerously strong and others extremely weak 
and inadequate for their purpose. 


bb ok he ek Oh Ce ee ch eh cr caer 


It is naturally a source of much gratification to us to be able to 
point out that both the U. S. P. and the International standards 
are the exact equivalent of the standard that we have maintained 
for many years for our obstetrical Pituitrin. 
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While this official intervention will end the intolerable lack of 
uniformity in the potency of pituitary extracts, it does not by any 
means affect the wide discrepancies that have existed, and still do 
exist, in the matter of the purity of those extracts. 


Mee A Ow a, 
mm evideiiiedans ate n 


From the standpoint of purity, Pituitrin, the Parke, Davis & Co. 
product, the pioneer in the field, is still far in the lead. It contains 
less total solids and less protein matter than any other pituitary extract 
we have been able to procure in the open market and subject to examination 
in our laboratories. 


us 


There is a practical significance in this unequaled purity of 
Pituitrin that is bound to appeal to the discriminating physician: 


It has such keeping qualities that dating of the package is not necessary. 
Its stability is such that long continued boiling will not destroy its activity. 


Injection is practically painless because, on account of its purity, it does not 
require an excessive quantity of acid for its preservation. 


It is free from soluble impurities of the histamine type. 
The risk of anaphylactic reaction is ‘extremely remote. 
In color it is practically ‘‘water white." 


MOV OW DMO CM OM tM CMe eM Mem Meh ome Mem heme eMebew em ehehemwemema 
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Parke, Davis & ComMPANY 


DETROIT, MICHIGAN 


PITUITRIN 18 INCLUDED IN N. N. 8. BY THE COUNCIL ON PHARMACY AND CHEMISTRY OF THE 
AMERICAN MEDICAL ASSOCIATION 


| \y 
’ 
By 
, 
FAI 
lg} 
A 
|= 1¢ 
\¢ 
} 74) 
y 
A 
4 
f 
+ 
; 
4 
\=|9 
+ 
\f 
4 
Eat4 
1-1 @ 
|=|\4 
* 
af] 
4@/ 
4 
By 
14 
l= \¢ 
’ 
4 
j=le 
, 
*) 
§ 
4 
=\4| 
j A 
4 
$ 
| . 
lEl¢ 
‘ 
A 
4 
4\ 
4 
| \f 
4 
|=|4] 
|=) 
A 
if 
, 
5 
‘ 
+ 
tJ 
€ 


iwowvosowoswewe 7 Re ROR OMe Ree SRO OR OMe OR Re Re we How eRe hee! 





